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PATIENTS 


METHANESULFONATE (BENZTROPINE METHAN FONATE) 


rated the best single drug 


for the palsied patient ! 


COGENTIN is a trade-mark of Merck & Co., Ine. 





¢ Well tolerated and markedly effective, COGENTIN 
“should be added to the treatment program of every 
patient with paralysis agitans.”’ 2 

* COGENTIN gives symptomatic relief in all 

types of parkinsonism—whether postencephalitic, 
idiopathic, or arteriosclerotic. 

¢ COGENTIN provides highly selective action such as 
no other current drug affords.? It is often of benefit 
in rigidity, muscle spasm, even in severe tremor.* 
The contracture of parkinsonism is relieved and 
posture is improved.* 

¢ With the help of COGENTIN, therapy with 
tranquilizers can often be continued in patients 

in whom trembling would otherwise force 
reduction or withdrawal. 

As COGENTIN is long-acting, one dose daily may be 
sufficient. 

Supplied: as 2 mg. quarter-scored tablets in bottles 
of 100 and 1000. 


1. M. Clin. North America 38 :485 (March) 1954. 2. J.A.M.A. 162 :1031, 
1956. 3. J.A.M.A. 156 :680, 1954. 4. Yale J. Biol. & Med. 28 :308, 1955/56. 


» MERCK SHARP & DOHME 
DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA 
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brand of pentaerythritol tetranitrate 


v Peritrate with Nitroglycerin 


extended protection against subsequent episodes 





How overlap effect of Peritrate with Nitroglycerin 
extends coronary vasodilatation 








PERITRATE 














A sublingual, hypodermic-type tablet. Disintegrates completely in less than 5 seconds. 
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THE ANXIETY 
FACTOR IN 


without affecting autonomic function 


relieves anxiety and tension 

aids recovery from acute cardiac episodes 
makes patients more amenable to necessary 
limitations of activities 

does not interfere with other drug therapy 
does not mask toxicity of other drugs 


a 
P 400 mg. scored tablets, 
200 mg. sugar-coated tablets. 


The original meprobamate, discovered and introduced by 
® WALLACE LABORATORIES, New Brunswick, New Jersey 
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Combines palatability with effectiveness 


An entirely new manufacturing 
process has made Liquid “Trisogel’ 
a really palatable antacid. Its 
creamy, smooth texture and mild 
mint flavor assure you whole- 
hearted patient acceptance. An 
adult taste panel enthusiastically 
selected “Trisogel’ for texture, fla- 


“‘Trisogel’ combines the prompt 
antacid action of aluminum hy- 
droxide with the more sustained 
effect of magnesium trisilicate. 

In the treatment of peptic ulcer, 
the usual adult dose is 1 or 2 table; 
spoonfuls every one to three hotirs. 


vor, and color over all other formu- Available in 12-ounce ‘hottles at \ 
las and formula variations tested. pharmacies everywhere. //:/¢/ \ 
**Trisogel’ (Maar Trisilicate and Colloidal Aluminum Hydroxide, Lilly) ‘ ps - 
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Metamucil does WHOWEH 


In constipation, Metamucil produces soft, easy stools and stimulates gen- 
tle peristalsis. Metamucil HYDRATES fecal matter by adsorbing and 
retaining water within the stool. In this way it prevents hard feces from 
forming, and it adds to the intestinal residue a soft, plastic bulk which 
STIMULATES the normal reflex activity of peristalsis. 


Metamucil is a brand of psyllium hydrophilic mucilloid with dextrose. SEARLE 
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e The occurrence of massive 
hemorrhage with acute sys- 
temic manifestations is the crit- 
ical problem encountered in the 
differential Diagnosis and Man- 
agement of Acute Upper Gas- 
trointestinal Bleeding. Accord- 
ing to Elmer Milch, associate 
clinical professor of surgery, 
and William F. Lipp, assistant 
clinical professor of medicine, 
University of Buffalo Medi- 
cal School, Buffalo, New York, 
peptic ulcer causes 70 per cent 
of massive hemorrhage 
the esophagus, stomach, and 
duodenum, while esophageal 
varices and miscellaneous 
causes, difficult to diagnose, are 


from 


each responsible for 15 per cent. 
The sustained shock resulting 
from massive hemorrhage is re 
lieved only by the administra 
tion of large quantities of whole 
blood. 


e Alexander W. Young, assist- 
ant attending dermatologist, St. 
Luke’s Hospital, New York 
City, reports on the results of 
a study of the Dermatologic 
Complaints Presented by 330 
Geriatric Patients from the der- 
matologic clinic at the hospital. 
Findings show that the cutane- 
ous problems which most con- 
cern these persons are of wide 
distribution and are often un 
restricted by age. With the 
growing number of geriatric pa- 
tients, these conditions will de 
mand special attention, togeth- 
er with the skin diseases com 
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monly associated with the 


elderly. 


e Results of a four-year study 
show that Speech and Language 
Impairment in the Older Pa- 
tient is, for the most part, asso- 
ciated with presenile or senile 
atherosclerosis; degrees of de- 
mentia; mood changes; and 
mild confusion or even mild 
mental deterioration. Of the 55 
patients referred to Joyce Mit- 
chell, speech therapist in the 
geriatric unit of the United Ox- 
ford Hospitals, The Churchill 
Hospital, Headington, Oxford, 
England, 53 had cerebrovascu- 
showing 
neurologic signs. Problems en- 


lar lesions localized 
countered in the re-educative 
process include global demen 
tia, social and environmental 
factors, residual hemiplegia, 
family tensions, and lack of in 
centive. Effective rehabilitation 
depends greatly on the speech 
therapist’s ability to cooperate 
with all other workers contrib- 
uting to the patient’s welfare 
and to properly advise those 
responsible for the  patient’s 
care, 


e While parkinsonism is not 
a product of specific psycho- 
logic conflicts, it is well recog- 
nized that emotional and stress- 
ful factors intensify the symp- 
toms. Therefore, the most use 
ful therapeutic technic for deal- 
ing with this disorder is that of 
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the total approach, which con 
siders the patient from a neu- 
rologic and emotional point of 
view. In his discussion of The 
Role of Psychiatry in the Treat- 
ment of Parkinson’s Disease. 
Morris E. Chafetz, assistant psy- 
chiatrist at the Massachusetts 
General Hospital in Boston, 
emphasizes the necessity of a 
warm, 
healthy doctor-patient relation- 
ship. 


understanding, and 


e In considering The Soma 
topsychologic Effects of Illness 
in the Aged Person, Robert W. 
Kleemeier, Director of the 
Moosehaven Research Labora 
tory, Orange Park, Florida, 
stresses that, since the processes 
of illness and aging share a 
common identity, illness in old 
age compounds emotional and 
behavioral effects already un- 
derway. According to the au- 
thor, frustration may be the key 
mechanism influencing the be 
havior of the ill and the aged. 
With experimental 
tion in this area almost non- 


investiga- 
existent, a plea is made for 
more extensive research, which 
would result in better medical 
and psychologic treatment, hos- 
pitalization, nursing, and en 
vironmental care for the aged. 


articles, 
abstracts, and reviews, read 


For these and other 


every issue of Geriatrics. 
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This THERAPEUTIC GUIDE provides a source of ready reference on materia 
medica related to various therapies, as advertised in this issue. All products 
advertised are listed but not every application of each product. To get maxi- 
mum benefit read what the manufacturers have to say on the pages indicated. 
For further details on any product write to the advertiser for amplifying 
literature, mentioning GERIATRICS. 
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when your patients tell you: 
‘Tear’ sleep," your NO CTEC 
reliable, conservative answer is | Squibb Chioral Hydrate ~ 


> oe > 


GENERAL PRACTICE “The general practitioner likes. it...can be given to patients of all ages and 
physical status” 

CARDIOLOGY “patients with cardiac disease...no proof that it is deleterious to the heart” 
DERMATOLOGY “frequently the favorite of the dermatologist... skin reactions from it are uncommon” 
PSYCHIATRY “The psychiatrist often finds it the agent of choice...much less likely to produce mental 
excitement” Current Concepts in Therapy: Sedative-Hypnotic Drugs II. Chloral Hydrate. New England J. Med. 255: 706 (Oct. 11) 1956. 
Adults: 1 or 27% gr. capsules or 1 or 2 teaspoonfuls of Noctec Solution 15 to 30 minutes before bedtime. 

Children: 1 or 2 334 gr. capsules or 14 to 1 teaspoonful of Noctec Solution 15 to 30 minutes before bedtime. 
Supply: 7% and 334 gr. capsules, bottles of 100. Solution, 714 gr. per 5 cc. teaspoonful, bottles of 1 pint. 


*WOCTEC'® 15 A SQUIB TRADEMARK. SQUIBB Squibb Quality—the Priceless Ingredient 
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Advantages of ‘Deaner’ 


* Effects come on gradually 





Pe cin = 





and are prolonged .. . 


* Without causing hyperirrita- 


bility, jitteriness or 


emotional tension. . 


* Without causing excess motor 


activity... 


° Without causing loss of 


appetite... 


e Without elevating blood 


pressure or heart rate... 


e Without sudden letdown on 
discontinuance of therapy. 


*‘Deaner’ is supplied in 25 mg. 


scored tablets 


Another Riker First 


1OA 


LOS ANGELES 





Chronic Fatigue States 
Mild Depression 
Chronic Headache 
Migraine 

Neurasthenia 
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2-dimethylaminoethanol (deanol) 


Proved of value in that large contingent of patients 
with vague, undefined symptoms, who feel under par 
and lack energy or are mildly depressed. Failure to 
obtain adequate restoration from sleep is another 
indication. 


Reports from Investigators 
In medical student volunteers, “‘Deaner’ produced in- 
creased daytime energy and attentiveness at lectures, 
sounder sleep (with a reduction in the hours of sleep 
needed), better ability to concentrate, decreased appre- 
hensiveness prior to and during examinations, a more 
affable mood and outspoken personality. 


1. Murphree, H.B. Jr.; Jenney, E.H., and Pfeiffer, C.C.: Presented before Assoc. for 
Research in Nervous and Mental Disease, New York, Dec. 12-14, 1957.To be published. 


In Exhaustion and Depression —In a study of over 
100 patie nts suffering from various psye hiatric disorders, 
especially exhaustion and mild depression, the clinical 
effect of “Deaner’ was to increase energy and to relieve 
depression in over 70% 

2. Lemere, F., and Lasater, J.H.: Am. J. Psychiat. 114:655 (Jan.) 1958, 


In Learning Problems—Some of the children with 
reading problems and other learning defects have improved 
markedly during their treatment with ‘Deaner’, 

3. Oettinger, L.: To be published. 


Dosage: Initially, 1 tablet (25 mg.) daily in the morn- 
ing. Maintenance dose, 1 to 3 tablets (25 to 75 mg.) 
for adults, 4%. to 3 tablets daily for children. Full 
benefits may require two weeks or more of therapy. 




















for sure antibacterial control 





in urinary tract infections 





It’s effective against almost all types of urinary tract 
organisms .. . controls even antibiotic and 
sulfonamide-resistant bacteria. Yet, Mandelamine | 
is not an antibiotic! Mandelamine won't sensitize 

patients .. . no resistant bacterial strains develop... 
side effects are minimal. Mandelamine is one of the 
safest of all drugs for prolonged use, and— 

happily for patients—costs far less than other 


antibacterial agents! 


safe for long-term use for all ages 


Supplied in Hafgrams® (0.5 Gm. tablets), 0.25 Gm. 
tablets, and pleasantly flavored Mandelamine 





Suspension for pediatric use. Adults take an initial 
daily dose of 4 to 6 Gm., and can be maintained 

, on 3 Gm. daily indefinitely. Children need as little 
as 1 Gm. daily. (Mandelamine Discs, for quick 

; identification of Mandelamine-sensitive bacteria, 

i available from your laboratory supply house.) 


safe and effective for chrontc urinary tract infections 


MANDELAMINE 


Brand of methenamine mandelate _ formerly a product of Nepera Laboratories 
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when 
cardiovascular therapy 


is called for... 


select a Wyeth drug 
for predictable response 



































ANSOLY SEN'TARTRATE 
(Pentolinium Tartrate, Wyeth) 

Indicated in the treatment of essential hypertension. 
ANSOLYSEN lowers blood pressure and relieves symptoms. 
The action is potent, reliable, and prolonged. EQuANIL, a 

useful adjunct to ANSOLYSEN, has been found effective in | 
relieving anxiety attendant to hypertension. It enhances 

symptomatic relief, reduces the required dosage of 

ANSOLYSEN and thereby may decrease certain by-effects of 
ganglionic blockade. 


EQUANIL 

(Meprobamate, Wyeth) 
Indicated as adjunctive therapy to relieve psychic stress often i 
associated with cardiovascular disorders. EQuANIL relieves tension, 
mental and muscular, and produces the desired calmness. 


PURODIGIN 

(Crystalline Digitoxin, Wyeth) 

Indicated in congestive heart failure. PURODIGIN achieves 
and maintains digitalization with a smaller oral dose than is 
possible with any other cardioactive glycoside. It offers high 
potency, complete absorption, steady maintenance, 
uniform action. 


THIOMERIN* sooium 

(Mercaptomerin Sodium, Wyeth) 

Indicated for diuretic therapy. THIOMERIN produces significantly 
effective, smooth, and persistent fluid loss. It is well tolerated 
when given subcutaneously. 


WY AMINE’ SULFATE 


INJECTION (Mephentermine Sulfate, Wyeth) 

Indicated in acute hypotensive states not associated with 
hemorrhage. Injection Wyamine is an effective and 
predictable pressor agent. It produces a positive inotropic 
effect, resulting in increased force of myocardial contraction. 
It may be used intravenously or intramuscularly for 
prophylaxis or therapy of hypotension. 











A distinguished and vital film, “Disorders of the Heart Beat,” is > $ 
Wyeth 
available for group showing. Arrange in advance for free book- 


ing. Write Wyeth Film Library, P.O. Box 8299, Philadelphia 1, Pa. 
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AN AMES CLINIQUICK 


CLINICAL BRIEFS FOR MODERN PRACTICE 


when should 
varicose veins of 
the long saphenous 
system not be 
treated surgically? 


1. When the superficial veins are com- 
pensating for a deep circulation that has 
been obliterated by thrombophlebitis; 
2. when there is inflammation at the 
operative site in the groin; 3. when there 
is a very septic varicose ulcer; 4. when 
ire erelorlmi eee litem comesem (omc Nets 
other than varicose veins. 


Seurce — Barrow, D. W.: The Clinical Manage- 
ment of Varicose Veins, éd. 2, New York, Paul B. 
Hoeber, Inc., 1957, p. 79. 


in varicose vein complications 


MY-B-DEN® 


adenosine-5-monophosphate 


in medical or surgical management, sys- 
temic therapy with My-B-DEN relieves 
itching and edema, improves dry and 
scaling skin and speeds healing. 


dosage 

SUSTAINED-ACTION My-B-DEN: 20 mg./cc. 
and 100 mg./cc.—1 cc. daily or three times 
weekly as needed. 

My-B-DEN Sublingual Tablets—As a supple- 
ment to intramuscular injections—one tablet 
five times daily at hourly intervals. 


Note: Do not discontinue therapy should symptoms 
suddenly increase. This phenomenon frequently pre- 
cedes the complete remission. 


Literature available to physicians. 


( \" AMES COMPANY, INC + ELKHART, INDIANA 
fi Ames Company of Canada, Ltd., Toronto a4ase 





























SPECIFIC ANTITUSSIVE... 

“COTHERA” moderates intensity and frequency of coughing 
through a selective action apparently on the medullary cough center 
... subdues but does not abolish the cough reflex. The natural reflex 
for removal of secretions is retained. 


ACTS WITHIN MINUTES—LASTS FOR HOURS... 

“COTHERA” provides a local anesthetic and soothing demulcent 

action to induce almost immediate relief of ‘sandpaper’ throat and 

‘annoying tickle’. . . followed by sustained moderation of the cough 

reflex, lasting for four to six hours and frequently throughout an 
entire night with one dose. 


NON-NARCOTIC... 

“COTHERA” is nonaddictive; does not cause respiratory depres- 
sion, gastric irritation, or constipation. It is well tolerated by chil- 
dren and elderly patients, even after continued use. (Antitussive 
action is equal to 14 gr. codeine per teaspoon dose.) 


GUARDS AGAINST BRONCHOSPASM... 
“COTHERA” exerts a mild musculotropic spasmolytic action tend- 
ing to protect against possible harmful effects and cough-aggrava- 
tion of bronchospasm. 


CHERRY-FLAVORED... 
“COTHERA” is completely acceptable to all age groups. 


Indications: “‘COTHERA” Syrup is specifically indicated for irritating, 
useless, or chronic coughs such as those associated with the common cold, 
children’s diseases, excessive-smoking. It may be used safely for short- 
term or prolonged treatment. 


Dosage: Adults and children over 8 years—1 to 2 teaspoonfuls (25-50 
mg.) three or four times daily. Children, 2 to 8 years—l4 to 1 teaspoonful 
three or four times daily. 


Supplied: 25 mg. per 5 cc. (teaspoonful), bottles of 16 fluidounces and 
1 gallon. 


Ayerst Laboratories New York 16, N. Y.* Montreal, Canada 

























For treatment of 
fungus infections 


DEF AM 


the GREEN Antifungal Solution 


Verdefam is a fast drying, non-staining, liquid anti- 
fungal solution effective in the treatment of many 
fungus infections, particularly Trychophyton rubrum 
and Tinea versicolor. In vitro studies’ show Verdefam 
more actively fungicidal against certain infections than 
many commercial and prescription preparations. In 
vivo studies’ prove Verdefam produces a more rapid 
favorable clinical effect, with less irritation and no 
sensitivity, than any standard formula, including the 
newer proprietary products. 

Further details and samples available on request. 


'For bibliography, see catalogue. 
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Active ingredients... 

® Sodium proprionate 2% 

® Sodium caprylate 2% 

© Propionic acid 3% 

® Undecylenic acid 5% 

® Salicylic acid 5% 

® Copper undecylenate 0.5% 

® Sodium dioctylsulfosuccinate 0.1% 
TEXAS PHARMACAL COMPANY 


P.O. Box 1659 
San Antonio, Texas 

















in a wide range of disorders—arthritic - phlebitic - rheumatic 
potent ii m 

nonhormonal a 
broad spectrum 
anti-inflammatory 
The broad-spectrum efficacy of BUTAZOLIDIN has been 
established by over 1,000 published reports and 150 million 
patient-days in: gouty arthritis; acute superficial thrombophle- 
bitis; bursitis; rheumatoid arthritis; thrombosed hemorrhoids; 
rheumatoid spondylitis; osteoarthritis; psoriatic arthritis; 

peritendinitis. 


BUTAZOLIDIN (phenylbutazone GEIGY): Red coated tablets of 100 mg. 
BUTAZOLIDIN® Alka: Capsules containing Butazolidin (phenylbutazone 
GEIGY) 100 mg.; aluminum hydroxide 100 mg.; magnesium trisilicate 


150 mg.; homatropine methylbromide 1.25 mg. 
fa E GY 
GEIG 


(phenylbutazone GEIGY) 













Pharmacologically distinct from the amphetamines, PRELUDIN induces 
little or no C.N.S. stimulation! while providing selective and effective 
appetite suppression. 


- produces weight loss two to five times greater than that 
achieved by dieting alone'” 


+ causes no serious side effects, allergic or toxic reactions'*” 


GEIGY -a “...valuable adjunct to the dietary management of 
obesity.” 

(1) Gelvin, E. PR; McGavack, T. H., and Kenigsberg, S.: Am. J. Digest. Dis. 1:155, 

1956. (2) Holt, J. O. S., Jr.: Dallas M. J. 42:497, 1956. (3) Ressler, C.: J.A.M.A. 

165:135 (Sept. 14) 1957. (4) Council on Pharmacy and Chemistry, New and Non- 

official Remedies: J.A.M.A. 163:356 (Feb. 2) 1957. (5) Feldman, R.; Alberton, 

E. C., and Craig, L.: California Med. 87:408, 1957. 


ARDSLEY, N.Y. 


PreLupIN® (brand of phenmetrazine hydrochloride). Scored, square, pink 
tablets of 25 mg. Under license from C. H. Boehringer Sohn, Ingelheim. 


"3ISPRELUDIN | 43! 44° 45 ale alr 


(brand of phenmetrazine hydrochloride) 
specifically for weight reduction 


appetite curbed, sleep undisturbed 
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physicians 





used 
different 
criteria 
for 
selecting a 


J tranquilizer...but 


New York 17, New York 
Division, Chas. Pfizer & Co., Inc. 





Their 








AG was restless and irritable. 
His doctor put him on ATARAX 
because of its effectiveness 
and unbroken record of 

safety, even in patients in their 
nineties. (No parkinsonian 
effect or biood dyscrasias 
ever reported.) 


In senile anxiety, TF’s physician 
uses ATARAX as his tranquilizer 
of choice. He likes the 
flexibility he gets from its 

5 dosage forms (and finicky 
Mrs. F. loves the tasty Syrup) 


MR has had two coronary 
occlusions. His doctor 
prescribed ATARAX because 
it is anti-arrhythmic 

and safe. 


NL was tense and debilitated. 
She now mixes ATARAX Syrup 
with her geriatric tonic. 

Her doctor approves because 
ATARAX is compatible with 
other common geriatric 
medications. 








giving I of them 
relief from anxiety 
and tension. 


Won't you consider these facts when 


you see your next geriatric patient? 


Supplied: 10, 25 and 100 mg. tablets, bottles 
of 100. Syrup, pint bottles. 
Parenteral Solution, 10 cc. 
multiple-dose vials. 


ATARAX ° IN GERIATRICS 


(erano OF HyOROXYZINE) 








when many 
of your elderly patients 


begin to eat enough... 


they look better : they act better : they feel better 
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TRO PH play for appetite a 


The high potency combination of By» and B;. 
Each delicious teaspoonful (5 cc.) or each convenient tablet 
contains 25 mcg. By. and 10 mg. Bi. 


Smith Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. 











NEW THERAPY. ..10 DEFEAT THE 
MIGRAINE PARADOX 
| “MIGRAL™ 


TRADEMARK 


- relieves headache 
- dispels visual disturbances 
and - overcomes nausea and vomiting 


*The paradox of migraine — increased nausea due to ergotamine ad- 
ministration — may now be successfully combated with ‘Migral’. The 
recognized benefits of ergotamine and caffeine in ‘Migral’ are favor- 
ably enhanced by the addition of cyclizine hydrochloride, a specific to 
overcome nausea. 

Dosage: 2 to 3 tablets at first warning of an attack, then 1 or 2 tablets every half 
hour; not more than 6 tablets should be taken for any single attack. 


Supplied: ‘Migral’ tablets, containing ergotamine tartrate 1 mg., ‘Marezine’® brand 
Cyclizine Hydrochloride 25 mg., and caffeine 50 mg. 


& BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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TRY 


TASHAN® 


TO RELIEVE 


» simple eczema 
edry, scaly skin 

» detergent rash 
sintertrigo, chapping 
=contact dermatitis 
=»minor burns 
ssunburn, windburn 
«decubitus ulcers 
ediaper rash 

# excoriation 


These and many other superficial skin complaints usually respond dramati- 
cally to Tashan Cream Roche. Antipruritic, soothing and healing, Tashan 
contains vitamins A, D, E and d-panthenol, in a cosmetically pleasing, 
virtually non-sensitizing, water-soluble base. 


In 1-oz tubes 
4 and 1-lb jars. 





ROCHE LABORATORIES 


Division of Hoffmann-La Roche Inc+ Nutley10, N.J. 


Roche—Reg. U. S. Pat. Off. 
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Your patients will do 


COA -TETRACYN 
GLUCOSAMINE-POTENTIATED TETRACYCLINE 
This excellently tolerated formu- 
lation provides highest, fastest 
blood levels of tetracycline, the 
most widely used broad-spectrum 
antibiotic. Capsules (black and 
white) 250 mg. and 125 mg.; 
orange-flavored Oral Suspension, 
125 mg. per 5 ce. 


Researching the future —today 





what is 





an 
entirely new 
concept 








in 
broad-spectrum 


Cosa is an abbreviation for glucosamine, a basic substance 
older than man himself, found throughout the human body 
and in the whole spectrum of nature—lobster shells . . . 
mother’s milk... eggs... gastric mucin. .. . It achieved new 
importance when Pfizer scientists discovered that this 


. Higher, faster antibiotic blood levels! 


interesting compound provided 
the following significant advantages 


when added to antibiotics such as 





tetracycline and oxytetracycline: 


. More consistent high antibiotic blood levels? 
Effective, well-tolerated broad-spectrum therapy?.4.5 
. Safe, physiological potentiation with glucosamine, 

a nontoxic human metabolite®.7s 


References: 1. Welch, H.; Wright, W. W., and Staffa, A. W.: Antibiotic 
Med. & Clin. Therapy 5:52 (Jan.) 1958. 2. Carlozzi, M.: Ibid. 5:146 
(Feb.) 1958. 3. Shalowitz, M.: Clin. Rev. 1:25 (April) 1958. 4. Stone, 

M. L.; Bamford, J., and Bradley, W.: Antibiotic Med. & Clin. Therapy 5:322 
(May) 1958. 5. Cornbleet, T.; Chesrow, E., and Barsky, S.: Ibid. 5:328 
(May) 1958. 6. West, R., and Clarke, D. H.: J. Clin. Invest. 17:173 
(March) 1938. 7. Jimenez-Diaz, C.; Aguirre, M., and Arjona, E.: Bull. Inst. 
M. Res. Madrid 6:137 (Oct.-Dec.) 1953. 8. Lerman, S.; Pogell, B. M., 

and Lieb, W.: A.M.A. Arch. Ophth. 57:354 (March) 1957. 





better when you choose COSA. antibiotics 


COSA -SIGNEMYCIN* 

TRIACETYLOLEANDOMYCIN GLUCOSAMINE: 
POTENTIATED TETRACYCLINE 

Provides broad-spectrum anti- 
biotic activity (Cosa-Tetracyn) 
plus triacetyloleandomycin effec- 
tiveness against many organisms 
resistant to currently used antibi- 
otics. Recommended for home or 
office where sensitivity testing is 
difficult or impractical. Capsules 
(green and white) 250 mg. and 
125 mg. 


Pfizer Prizer LaBoratonries, Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 


COSA. -TERRAMYCIN’ 


OXYTETRACYCLINE WITH GLUCOSAMINE 


A proven standard in antibiotic 
therapy for over 8 years now 
significantly improved through (1) 
glucosamine potentiation, (2) addi- 
tional recrystallizations for maxi- 
mum purity. Capsules (yellow) 
250 mg. and 125 mg.; peach-fla- 
vored Oral Suspension, 125 mg. 
per 5 cc. 






*Trademark 
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Deprol has proved 
successful in 
combating severe depression 
without causing 

artificial elation. 

Average recovery time 

was 8 weeks (with a range 
of 1 to 25 weeks). 

Disturbed sleep, 

often a prominent symptom, 
was relieved without 
deepening the depression 


on awaking.* 











N'WITHOUT STIMULATION 


Relieves depression without 
masking it with euphoria 


Restores natural sleep without 
depression-producing aftereffects 


Reduces depressive rumination 


Deprol acts promptly, often makes 
electroshock therapy unnecessary, 
and has a simple dosage schedule 
no known liver toxicity 
no effect on blood pressure, appetite 
no effect on sexual function 


Side effects are minimal and easily controlled by dosage adjustment. 
Deprol does not interfere with other drug therapy. 


Composition: Each tablet 
contains 400 mg. meprobamate 


; 
and 1 mg. 2-diethylaminoethyl 
benzilate hydrochloride (benactyzine HCl). 





Recommended Starting Dose: 
1 tablet q.i.d. 


WALLACE LABORATORIES *Alexander, L.: Chemotherapy of depression 
New Brunswick, NN. d. —Use of meprobamate 
combined with benactyzine 
(2-diethylaminoethyl benzilate) 
hydrochloride. J.A.M.A.166:1019, 
March 1, 1958. 


Literature and samples on request 








an ginaphobia: must he live in fear? 


For the angina patient, fear of attack often restricts even 
normal activity. With Peritrate, you can restore confidence and help 
the patient live more fully—within the limits of his disability. 


Peritrate 


WARNER -CHILCOTT 
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NEW 
Dramamine-D 


brand of dimenhydrinate with dextro-amphetamine sulfate 


EFFECTIVELY TREATS THE NAUSEA AND 
KEEPS THE PATIENT ALERT 





When prescribing an antinauseant and 
drowsiness is undesirable, Dramamine-D 
alleviates'® the nausea yet keeps the 
patient alert. 


Dramamine-D is available on 
prescription only. 







Each scored, orange tablet of Dramamine-D 
contains 50 mg. of Dramamine and 5 mg. of 
dextro-amphetamine sulfate. 









References: 
1. Arner, O., and Others: Nord. med. 58:1346 (Sept. 12) 1957. 


2. Wilner, S.: Canad. M. A. J. 77:199 (Aug. 1) 1957. 
3. Bruner, J. M. R.: U. S. Armed Forces M. J. 6:489 (April) 1955. 


4. Diamant, A. H.: Nord. med. 48:1324 (Sept. 26) 1952. 
Ss E A R & E 5. Wendt, G. R., and Cameron, J. S.: Personal communication, Jan. 4, 1955. 
6. Stough, A. R.: Personal communication, Aug. 10, 1957. 
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with a tortuous network of periurethral glands... 


highly susceptible to localized infection... 


a frequent source of pelvic distress.!}? 


* 


a5 oe a: as 34 
wretori ci... 


infection and pain yield quickly® to 


RACI N i 
U BRAND OF NITROFURAZONE 


antibacterial... anesthetic... gently dilating 


Each Suppository contains Furacin 0.2% and 
diperodon-HCl 2%, in a water—dispersible base. 
Hermetically sealed in silver foil, box of 12. 


1. Wharton, L. R. in Campbell, M.: Urology, Philadelphia and 
London, W. B. Saunders Company, 1954, vol. 2, p. 1390 et seq. 
2. Barrett, M. E.: J. M. Ass. Alabama 26:144, 1956. 
3. Youngblood, V. H.: J. Urol., Balt. 70:926, 1953. 


- al IF NITROFURANS —a unique class of antimicrobials - 
. products of Eaton research 


THE FEMALE URETHRA 
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menopause 

1. Postmenopausal urethritis — 
pretreatment urethral smear. Absence 
of normal cornified squamous cells. 
2. After 2 weeks' treatment with 
FURESTROL Suppositories -—— squamous 
cells reflect healthy new epithelium. 





cytolo 


with a mucosa affected by estrogen deficiency... 





reflected by postmenopausal atrophy with susceptibility 


to infection...a frequent source of pelvic distress.‘4 


postmenopausal urethritis... 


"progressive histologic normalization" 


parallels rapid symptomatic relief> with 


FURESTROL 


® 


suppositories 


ESTROGENIC 


antibacterial... anesthetic...gently dilating 


Each Furestrol Suppository contains Furacin 0.2%, 
diperodon-HCl 2%, and diethylstilbestrol 0.0077% 
(0.1 mg.) in a water—dispersible base. 
Hermetically sealed in orchid foil, box of 12. 


4. Youngblood, V.H.; Tomlin, E. M.; Williams, J. 0. and 
Kimmelstiel, P.: Tr. Southeast. Sect. Am. Urol. Ass. 
(to be published) 5. Youngblood, V. H.; Tomlin, E. M.; 
and Davis, J. B.: J. Urol., Balt. 78:150, 1957. 





EATON LABORATORIES, NORWICH, NEW YORK 





Chlorzoxazone+ 









in low back pain, 


sprains and strains... 
effective 
muscle relaxation 


on low dosage 


specific for 


painful spasm 


In a wide variety of traumatic, rheumatic and arthritic disorders, 
PARAFLEX has provided effective relief of skeletal muscle spasm and 
pain with a low incidence of side effects.'-6 For example... 


EFFECTIVENESS: HIGH ra a study gah ages irae _ to 
a most effective muscle-relaxing drug in doses 
DOSAGE: TARY ot 250 mg. (1 tablet) four times a day. 
Not one of the patients had to discontinue ther- 
SIDE EFFECTS: RARE apy because of side effects. In most patients, the 
BENEFICIAL EFFECTS: beneficial effects of PARAFLEX became apparent 30 
RAPID AND PROLONGED (to 60 minutes after the drug was administered and 
persisted for approximately six hours.’ 
SUPPLIED: Tablets, scored, orange, bottles of 50. Each tablet contains 250 mg. of 
PARAFLEX. 
REFERENCES: |) Smith, R. T.: To be published. 2) Holley, H. L.; Personal communication. 
3) Passarelli, E. W.: Personal communication. 4) Peak, W. P., and Smith, R. T.: To be pub- 
lished. 5) Settel, E.: Personal communication. 6) Wiesel, L. L.: Personal communication. 
Further information regarding action, indications and dosage available on request. 
*Trade-mark TU. S, Patent Pending 


Mc NEIL |Laboratories, Inc. Philadelphia 32, Pa. 
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Habit Time of Bowel Movement « PETROGALAR 
(Aqueous Suspension of Mineral Oil, Plain) 
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NEW TRANQUILIZER 


Ff Provides effective t ranquilization with com: 
plete physiological safety. 


WAI E) Q Often reduces hypertension by means of 
; extended relaxation. 


3 Allows natural sleep by releasing tensions 


4. Softab form is more convenient...can be 
taken anywhere, anytime, no water needed 


Pharmacologic screening involving four distinct types of techniques has demonstrated thi 
buclizine [SorrRaN] is a “true” tranquilizer. The experimental animal did not exhibi! 
motor stimulation or depression often seen with a number of agents currently being used 
as tranquilizers. Cutting, Windsor, Baslow, Morris, Read, Dorothy and Furst, Arthu 
School of Medicine, Stanford University, Stanford, California: The Use of Fish as 

Sensitive Bioassay in Estimating the Effects of Various Drugs, submitted for publication 


Studies with buclizine [sortran] indicated it to be a potent and versatile therapeut 
agent with clear-cut tranquilizing properties. It was found to be a safe and effective 
ataraxic agent for mild to moderate anxiety-tension states and mild senile agitation. 

With the tensions and stresses of everyday life mounting to a new high every day, the 
need for such preparations is apparent. The absence of habituation, tolerance ani 
toxicity makes it of especial value. Additional properties of antihistaminic, anti-nauseant 
anti-motion sickness and hypotensive activity make buclizine [sorTran] a unique com 
pound in this field. Settel, Edward, M.D., Brooklyn, New York: Buclizine, a New Tran 
quilizing Agent, submitted for publication. 


anyIN nreonant natient and 


Buclizine [sorrran] was found to be of value in certain anxiety and tension states 8ss0- 
ciated with obstetrical and gynecological problems. It is particularly effective in the 
“anxious” pregnant patient, as an adjuvant to the treatment of pruritus vulvae of many 
etiological types, and may be used when tension is an associated problem in pelvic 
pathological states, as well as in dysmenorrhea and premenstrual tension. Karnaky, Karl 

M.D., Houston, Texas: Buclizine Hydrochloride in Obstetrics and Gynecology: A 
Preliminary Report, submitted for publication. 
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.. NEW SOFTAB* FORM 
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Formula: 
BROIL IRINNG EEVOLOCMIORSOS 6.5. 5:0.5.0.4 516s snisenogulcees swe 50 mg 


1-p-chlorobenzhydryl-4-p-(t) -butylbenzylpiperazine dihydrochloride 


Usual dosage: 
One tablet, 1 to 3 times daily / Cuttpren: 4 tablet, 1 to 2 times daily, 


In studies using buclizine [sortran] for patients with anxiety associated with infertility sorTRAN 
was found to be an effective tranquilizer. In doses of 50 mg. twice daily adequate effectiveness 
was obtained without undue drowsiness or other noticeable side effects. Schultz, John M., M.D 
Miami, Florida: Excerpt from clinical study. 


We have been using buclizine hydrochloride [SorrRAN] for six months on over 200 patients, both 
obstetrical and gynecological. We have found it to be a very superior tranquilizer in those patients 
who are at the menopause age and require adjuvant therapy to ordinary hormone replacement.... 
It has been universally well tolerated, with no side reactions of any kind. In only two cases in the 
entire group has there been objectionable lassitude or drowsiness. These have been counteracted 
very simply by-the use of amphetamine compounds. We can unhesitatingly recommend it for use 
in such cases, Rutherford, Robert N., M.D., Seattle, Washington: Excerpt from clinical study. 





THE STUART COMPANY 
PASADENA, CALIFORNIA 


fh 


It is particularly noteworthy that systolic blood pressure is often reduced in patients with essential 
hypertension. Diminution of psychic stress factors is apparently responsible for this hypotensive 
effect. Settel, Edward, M.D., Brooklyn, New York: Buclizine, a New Tranquilizing Agent, submitted 
for publication. 


rel ryiot , tod witt tilit 
Crieved afxiety Yi LOTT ISSOCIATE W I c ly 
V ely SYMPlOMS aSsociated 


Buclizine {sorrran] and placebo were employed in a double blind study conducted with patients 
having anxiety symptoms associated with infertility. Marked tranquilizing properties were observed 
with the buclizine-containing preparation [SorTRAN]. An effective daily dose was 2 tablets (50 mg. 
each). The product was well tolerated; side effects such as drowsiness, were minimal. Tyler, Edward 
T., M.D., Los Angeles, California. 








New Carnation Instant, 
self-enriched, offers 





Significant 
advantages 


in low fat 
diet! 


INSTANT 
NONEAT 
ORY ARILK 
SOLIDS. cgi 







im 


Sak e . j 


1 /4 more protein, richer flavor than 
ordinary nonfat milk! 


Carnation Instant, new crystal completely in ice-cold water with a 
form of nonfat milk brings a new light stir. Ready to drink, at home 
dietary advantage — delicious self- or away from home, with delicious 
enriched nonfat milk. One extra fresh flavor. 

tablespoon per glass, or 4% cup 
extra crystals per quart, provides 
richer flavor and significant nutri- 
tional advantages compared to the 
usual nonfat milk. 

















MORE PROTEIN. Self-enriched Car- 
nation Instant provides % more 
milk minerals, B-vitamins and pro- 
tein than ordinary nonfat milk — 
actually 41.3 grams of essential 
CONVENIENT. Mixes instantly and protein per quart. 
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infection controlled 





With even the most rapid antibacterial action, pain 
of urinary tract infection usually persists until heal- 
; ing begins. So Azo Gantrisin adds symptomatic 
relief to potent antibacterial action: its azo com- 
ponent offers swift suppression of both pain and 
discomfort during this interim phase. 
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simple as 


ce 


especially for urinary tract infections 


indications: 


Urinary tract infections when associated with pain or discomfort. 
Particularly useful in cystitis, prostatitis and urethritis when due to 
susceptible organisms. Also valuable before and after urologic surgery, 
cystoscopy and catheterization. 


description: 


Azo Gantrisin provides — in a single tablet — the wide-spectrum, well- 
tolerated-antibacterial- action of Gantrisin, the highly- soluble, single 
sulfonamide, together with the local analgesic action of phenylazo- 
diamino-pyridine HCl. 


properties: 


Not only does Gantrisin provide high urinary concentrations with 
little likelihood- of -renal blocking, but therapeutic -blood-and-lymph 
levels can be readily achieved and maintained. This is significant in 
view of the fact that the majority-of-urinary~tract—infections are 
carried to the kidney by the blood stream. Phenylazo-diamino-pyridine 
HCl is-a local analgesic agent useful-in urinary tract disorders; it gen- 
erally provides rapid relief of dysuria, burning and frequency. The 
orange-red dye appears promptly in the urine; this often has a favorable 
psychologic effect. 

Supplied: Red tablets containing 0.5 Gm Gantrisin® (brand of sulfi- 
soxazole) plus 50 mg phenylazo-diamino-pyridine HCl, in bottles of 
100 and 500. 


ROCHE 


ROCHE LABORATORIES 
Division of Hoffmann-La Roche Inc * Nutley 10 * New Jersey 








*U. S. Patent Pending 


CHEMICAL 
COMPANY 
3721-27 Laclede Ave. 
St. Louis 8, Mo. 























Cholesterol 


Without IODISM 


Iodo-Niacin reduces blood and liver choles- 
terol and in this way helps control athero- 
sclerosis. It is an important medication for 








the heart and arteries in elderly patients. 


Recent studies!;2 demonstrate that iodides 
inhibit the increase of cholesterol in the liver 
and blood, and the development of athero- 
sclerosis. This action appears to be indepen- 
dent of the thyroid. 


lodo-Niacin effectively relieved the symptoms 
of arteriosclerosis in a large series of elderly 
patients treated for over a year’.4. There 


was not a single case of iodism. 


lodo-Niacin Tablets contain potassium iodide 
135 mg. and niacinamide hydroiodide 25 mg. 
The average dosage is 2 tablets three or four 
times daily. For faster action, lodo-Niacin 
Ampuls are available for intramuscular or 
slow intravenous injections. 


1. Circulation 5:647, 1952. 2. Sollmann’s Manual 
of Pharmacology, 8th ed., 1957, p. 1122. 3. Am. 

J. Digest. Dis 22:5, 1955. 4. M. Times 84:741, 
1956. 


Write for professional samples and literature ~—————4 


G-6 f 
Cole Chemical Company 1 
3721-27 Laclede Ave., St. Louis 8, Mo. 
Gentlemen: Please send me professional literature and samples of 10D0-NIACIN. Hi 
a SRO HARE Seat 20a) SP te ck 


STREET. 
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for management 
of the hypertensive syndrome 
emotional and vascular 
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* treats the patient and his pressures 
¢« achieves and enhances his symptomatic relief 


* may lessen certain by-effects of ganglionic blockade 


LYSEN 








y 
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Meprobamate and Pentolinium Tartrate, Wyeth 


*Trademark 


EQUALYSEN reduces the “tensions” of high blood pressure. It lowers 
blood pressure, relieves emotional symptoms, and enhances the over-all 
clinical response. The one preparation provides balanced therapy by the 
combined use of meprobamate and pentolinium. The pentolinium com- 
ponent returns the pressure toward normal and alleviates manifestations 
of hypertension. The meprobamate component relaxes emotional and 
muscular tensions, enhances symptomatic response, and may minimize 
certain by-effects of ganglionic blockade by reducing necessary dosage 
of pentolinium. The total benefits have wide significance in antihyper- 
tensive management, particularly in elderly patients.' 


Supplied: Scored tablets, bottles of 50. Each tablet contains 200 mg. of meprobamate (EQUANIL®) 
and 20 mg. of pentolinium tartrate (ANSOLYSEN® Tartrate). 


1 Fulton, L.A., et-al.: Am. Pract. & Digest Treat. 8:1876 (Sept.) 1957. 
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IN GERIATRIC NUTRITION 
In the problems of geriatric 
nutrition, of dealing with 
the self-imposed restric- 
tions and distorted appe- 
tites of the aged, oatmeal 
offers definite advantages. 
It provides good protein, 
valuable vitamins and 
minerals, is low in sodium 
and purines, is easily eaten, 
readily digested, and 
promptly utilized. 


The Quaker Oats O@mpany 


CHICAGO 
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Anorexia upon arising must often be dealt with 
as part of a therapeutic regimen. In oldsters, as in 
younger people, several causes of “‘breakfast ano- 
rexia”’ are recognized. Generally psychological in 
character, they include fear or lack of enthusiasm 
in facing the day, distaste or intolerance for the 
fried and fatty foods commonly served at break- 
fast, and habit patterns such as late rising with 
the inevitable morning rush. Obese patients who 
“cannot” eat breakfast tend to overeat during the 
day in order to overcome the deficit. 


When “breakfast anorexia’’ must be overcome, 
physicians find that a dish of steaming oatmeal as 
the main food at breakfast is a great help in the 
solution of this problem. Its inviting warmth and 
delicious taste make the oatmeal dish appealing 
even when appetite is poorest. It also provides 
readily available energy for a morning of produc- 
tive work; it helps to allay hunger throughout the 
morning; it makes a notable contribution to the 
day’s nutritional needs; it is low in fat, and is 
easily digested. 


Oatmeal is richer in protein than all other whole- 
grain breakfast cereals. It ranks among the highest 
in thiamine, and contributes other B vitamins as 
well. It is outstanding for its iron content. 


The correction of ‘breakfast anorexia” can be 
made easier in many ways by a morning dish of 
oatmeal and milk, so quickly and easily prepared, 
and so gratifying. 


Quaker Oats and Mother’s Oats, the two brands 
of oatmeal offered by The Quaker Oats Company, 
are identical. Both brands are available in the 
Quick (cooks in one minute) and the Old-Fash- 
ioned varieties which are of equal nutrient value. 
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: PEPTIC ULCER....... less than 1% 
OSTEOPOROSIS........ only % of 1% 
| PSYCHOSIS....... less than % of 1% 
rarely seen with 
METICORTEN- | undesirable weight loss 
often reported with the 
more recent steroids 
and 
never reported with | sila oaiked 
| METICORTEN- Bi 2c gees 
; noted with the | headaches, tiredness, 
: more recent steroids 


1, 2.5 and 5 mg. white tablets 


SCHERING CORPORATION -: 

















THE FACTS ON SAFETY WITH 


firemen eggs 


METICOIRTIEN 


based on published experience in 4,279 patients 


only 1% 














dermatologic side effects & 


unexplained leg cramps, 


weakness, anorexia 


BLOOMFIELD, NEW JERSEY 


nothing takes the place of experience especially in long-term steroid therapy 
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Brand of rescinnamine 


OVERCOMES THE DRAWBACKS OF PREVIOUS 
RAUWOLFIA AND RESERPINE THERAPY — 


the distinctive new rauwolfia alkaloid. Untoward reactions 
infrequent and minimal. Provides significantly better, 
uniformly sustained tranquilization and blood pressure 
reduction in the tension-hypertension syndrome, as well as 





: in acute anxiety states and chronic mental disorders.!-4 
N 
s SUPPLIED: MoperiL Tablets —yellow, scored 0.25 mg. oval 


tablets, bottles of 100 and 500; salmon, scored 0.5 mg.- 
oval tablets, bottles of 100. 


oe 1 Moyer, J. H., et al.: South. M. J. 50:499, 1957. 2. Smirk, F. H., 
and McQueen, E. G.: Lancet 2:119, 1955. 3. Winton, S. S.: 
Internat. Rec. Med. 170:665, 1957. 4. Malamud, W., et al.: 
aes Am, J. Psychiat. 114:193, 1957. 


: PFIZER LABORATORIES 
J Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, New York 


















PFIZER LABORATORIES 
Division, Chas. Pfizer & Co., Inc. 
Brooklyn 6, New York 


FOR THE CARDIAC CANDIDATE: 


LINODOXINE 


Linoleic Acid (Essential Unsaturated Fatty Acid) and Pyridoxine HCl 


lowers elevated 
serum cholesterol levels’ 


7) 


pleasantly orange-flavored 
emul: ‘is avoids taste fatigue 


EMULSION for therapy —bottles of 1 pint 
CAPSULES for prophylaxis or long-term maintenance — 
bottles of 100 and 250 


1. Van Gasse, J. J., and Miller, R. F.: Current Concepts on the Etiology 
and Management of Atherosclerosis, Scientific Exhibit, 
A.M.A. Meet., June 3-5, 1957, New York. 
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elderly patients 
fall asleep naturally 


NWO tO DD A. EF 


methyprylon 





RockHE 


—and awaken 
feeling refreshed 


e At bedtime or for 
pre-dawn insomnia 

e Non-barbiturate, 
non-habit forming 

- e Patient awakens readily 

to a ringing alarm clock 
or telephone 

e Wide safety margin 


Geriatric dosage: One 200-mg tablet. 


RocheReg. U. S. Pat. Off. 









ROCHE LABORATORIES e¢_ Division of Hoffmann-La Roche Inc e Nutley 10, New Jersey 
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“Rheumatoid arthritis is a constitutional disease with symptoms affecting chiefly joints and muscles.”! “Pain 
in the affected joint is accompanied by splinting of the adjacent muscles, with resultant ‘muscle spasm.’ "2 





MEPROLONE is the only anti- 
rheumatic-antiarthritic designed to 
e a relieve simultaneously (a) muscle 
rheumatoid arthritis spasm (b) joint-muscle inflammation 
(c) physical distress . . . and may 
thereby help prevent deformity and 
disability in more arthritic patients 


involves both to a greater degree than ever before. 


SUPPLIED: Multiple Compressed 
Se Tablets in bottles of 100, in three 
joints and formulas. 
MEPROLONE-5—5.0 mg. prednisolone, 
~ 400 mg. meprobamate and 200 mg. 
muscles dried aluminum hydroxide gel. 
MEPROLONE-2—2.0 mg. prednisolone, 
200 mg. meprobamate and 200 mg. 
dried aluminum hydroxide gel. 
MEPROLONE-1—supplies 1.0 mg, 
prednisolone in the same formula as 


MEPROLONE-2. 
1. Comroe’s Arthritis: Hollander, J. L., p. 149 (Fifth 
Edition, Lea & Febiger, Philadelphia, Pa. 1953). 


2. Merck Manual: Lyght, C. E., p. 1102 (Ninth 
Edition, Merck & Co., Inc., Rahway, N. J. 1956). 





MEPROLONE 


THE FIRST VEPROBAMATE PREDNISOLONE THERAPY 


meprobamate to relieve muscle spasm 
prednisolone to suppress inflammation 


relieves both 
muscle spasm 
and joint inflammation 


MERCK SHARP & DOHME phitadetphia 1, pa. 


Division of MERCK & CO., INc. 










































new 
improved 
formula! 


THERAGRAN 


Squibb Vitamins for Therapy 


expanded to include certain essential vitamins 
extra value... 
at no extra cost to your patients 


Theragran—the original and most widely prescribed 
therapeutic vitamin preparation—is now expanded 
to provide additional nutritional support for your 
adult patients. In keeping with the proposals of in- 
vestigators, such vitamins as B,., pyridoxine and 
d-calecium pantothenate have been added to the 
formula, and the ascorbic acid content has been in- 
creased. These improvements in the Theragran for- 
mula provide your patients with extra value at no 
additional cost. 


Each new, improved Theragran capsule supplies: 


Vitamin A 25,000 U.S.P. Units 
Vitamin D 1,000 U.S.P. Units 
Thiamine Mononitrate 10 mg. 
Ribofiavin 10 mg. 
Niacinamide 100 mg. 
Ascorbic Acid 200 mg. 
Pyridoxine Hydrochloride 5 meg. 
d-Caicium Pantothenate 20 mg. 
Vitamin B)2 activity concentrate 5 mcg. 


1 or more capsules daily as recommended by a physician. 
Family Pack of 180. Bottles of 30, 60, 100 and 1000. 


ALSO AVAILABLE 
new! THERAGRAN JUNIOR 


formulated for vitamin therapy in children and adolescents 
as Theragran is formulated for adults. 


THERAGRAN LIQUID 
for patients who prefer liquid vitamin therapy 


THERAGRAN-M 


with extra vitamins and minerals 


SQUIBB 
Squibb Quality— 
the Priceless 
*THERAGRAN® IS A SQUIBB TRADEMARK Ingredient 


‘THERAGRAN® IS A SQUIBB TRADEMARK 
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in hypertensive patients who need 


drug therapy indefinitely 





Veralba-R will consistently control their blood pressure with- 
out serious side effects. Patients can look forward to trouble- 
free days with little need for dosage adjustment. 


Veralba-R is safer for long-term therapy because its unique 
combination of protoveratrine and reserpine makes possible 
smaller, better tolerated doses of these drugs than if they 
were used singly. 


And chemical assay assures invariant potency, eliminating a 
frequent cause for dosage adjustment. 


Composition: Each grooved, uncoated Veralba-R tablet con- 
tains 0.4 mg. of chemically standardized protoveratrine and 
0.08 mg. of reserpine. Supplied in bottles of 100. 


VERALBA-|R 


PITMAN-MOORE company 


DIVISION OF ALLIED LABORATORIES, INC,, INDIANAPOLIS 6, INDIANA 














IMPORTANT 
THERAPY 


with 


é Jrevyfic Sepical Bene ls 


in Kraurosis Vulvae 
uliviQllm Titi tom a ae UiT 


Postmenopausal Vaginitis 
Senile Vaginitis 


Hist-A-Cort-E:. 


IW EXCLUSIVE _ 
ACID MANTLE 
VEHICLE ACID MANTLE® Hydrocortisone - 


Estrone-Pyrilamine Maleate-Synthetic Vitamin A 
providing 


Epithelium Regenerative 
Antiinflammatory 


ZvHe 


PULIY? 
\ -W10.)-V-ISIH 


Antipruritic 
Wiltinaelclite 


action 
Antiallergic 


%% 


Antihistaminic 
Normal-Vaginal- and 

Anal-Tract- pH-Restorative 
Sig: Apply twice daily—Supply: 1 oz. tubes 


; arty, 
Samples and literature on request 


es 
ey 
DOME Chenricals lac. 109 WEST 64 ST., NEW YORK 23, N.Y. wy 


665 N. Robertson Blvd., Los Angeles, Calit.- In Canada: 2765 Bates Rd., Montreal, P.Q 
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for pregnant, postorer 
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blocking agents.” 








STANDARD LABORATORIES, INC. [Mor 
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in parkinsonism 


In parkinsonism Parsidol has proved outstandingly effective 
for controlling tremor and muscular rigidity, the principal impair- 
ments in this disease.!> 2 

With Parsidol most patients show rapid, even dramatic improve- 
ment—both in major symptoms and in gait, posture, balance and 
speech. Side effects are minimal. Parsidol is compatible with all 
other antiparkinsonian drugs and its effectiveness may even be 
increased in combination or rotation with such preparations as 
atropine and dextroamphetamine.3 Parsidol improves the patient's 
emotional perspective, promotes a more optimistic outlook as 
physical coordination and dexterity return. 

Most patients can be controlled with a maintenance dosage of 
50 mg. four times daily. However, more severe cases may require 
up to 600 mg. daily, a dosage level ordinarily well tolerated. 
References: 1. Doshay, L.J.; Constable, K. and Agate, F. J., Jr.: J.A.M.A. 160:348 (Feb.) 


1956. 2. Berris, H.:J.-Lancet 74:245 (July) 1954. 3. Timberlake, W.H. and Schwab, 
R.S.: N. Eng. J. Med. 247:98 (July 17) 1952. 


PARSIDOL 


Brand of ethopropazine hydrochloride 


WARNER-CHILCOTT 














in constipation 
DORBANTY tg peristaltic stimulant —fecal softener 


Promotes prompt re-establishment of normal bowel activity and regular- 
ity by combining the selective peristaltic action of synthetic, crystalline- 
pure Dorsane® (1,8-dihydroxyanthraquinone) and the wetting action of 
dioctyl sodium sulfosuccinate, in proportions proved optimal by clinical 
trial.! Noncumulative, nonhabituating, nontoxic. 

Each Dorsantyt Capsule and each 5-cc. tsp. of Dorsantyt Suspension contains 
Dorsang (danthron) 25 mg., and dioctyl sodium sulfosuccinate, 50 mg. Each 


Donrsantyt Forte Capsule contains 100 mg. dioctyl sodium sulfosuccinate and 50 mg. 
of Dorsans—equivalent to two regular Dorsantyt Capsules. 


(1) Marke, M. M.: Clim. Med. 4:151, 1957. 


in hypertension 


VAS CUTUNM* meroveo 


y \ LD FOR THE ELDERLY 






high-potency lipotropic-antihemorrhagic with quercetin 

Brightens the outlook and improves prognosis. By correcting capillary 
fault, Vascutum Improved helps reduce excessive mortality in hyper- 
tensives by as much as 76%.'-* The high-potency lipotropics in VascuUTUM 
have been shown to lower the mortality in hypertensive male subjects 
who have hypercholesterolemia by as much as 82%.‘ 


Each capsule contains: choline bitartrate 349 mg., inositol (anhydrous) 167 mg., 
di-methionine 84 mg., pyridoxine HCI 0.67 mg., quercetin 15 mg., ascorbic acid 12.5 mg., 








vitamin B,, 2 mcg. 





in underweight 

E DIOLS micronized fat emulsion 

Boosts caloric intake without impairing appetite or taxing digestion. 
Uniformly small particles (1 micron or less) make Epiot easily digested, 
readily assimilated and promptly absorbed. Its protein-sparing action 
enhances growth and tissue repair in underweight patients of all ages, 
and is especially valuable for those ordinarily resistant to weight-gain 
measures. Delicious alone or added to foods. 

Contains coconut oil 50% and sucrose U.S.P. 12.5%. 


(Schenlahs) ScHEenLass PHARMACEUTICALS, Inc. New York 1, N.Y. 


BORBANTYL, VASCUTUM IMPROVED AND EOIOL ARE REGISTERED TRADEMARKS OF SCHENLARS PHARMACEUTICALS, 
OORBANTYA FORMULA PENDING. EDIOL PATENTED FORMULA? oaete 





(1) Griffith, J. Q., Jr.; Kréwson, C. F, and Naghski, J.: Rutin and peg Flaveneids, Easton, Pa., 
ing Company, 1955. (2) Griffith, J. Q., Jv.; DeEds, F; Naghski, J., and Krewsen, C. E: rae 
Med, 94:1037, 1954. (3) Griffith, J. Q., Jr.: The Treatment of isthebabac Philadelphia, W ‘Com. 
peony, M. Clin. Ne. America, Noy.. 1954, p. 1717. (4 Griffith, 3. Q., Jes: Am, Pract. & Sums Gare 7:2012, 1956. 

















w/w” FIGH POTENCY 
CORTICOID CONTROL 


whenever 
: oral therapy 
| is impractical 











Pelbetl-deM@eolel t0-4 sel ta: 8 hg 
in patients undergoing surgery 
in the severely ill or debilitated 

in presence of vomiting, coma 
in the presence of shock 








STERANE'’I.M. 


brand of prednisolone 


the first high potency corticoid 

designed specifically for intramuscular use 

provides rapid therapeutic concentration ¢ precise dosage control 
¢ no local irritation reported * most convenient. form whenever oral 
corticoids are impractical, unacceptable ¢ for hospital or office use 


Supplied: In vials of 5cc., each cc. containing 25 mg. prednisolone 
acetate (STERANE) in aqueous suspension. 

Also available: STERANE Tablets—5 mg. white tablets, bottles of 
20 and 100; 1 mg. pink tablets, bottles of 100. 


Pfizer) PFIZER LABORATORIES, Brooklyn 6, New York 


Division, Chas. Pfizer & Co., Inc. 





in angina... 


with new 


why PETN? 


why ATARAX? 


why combine the two? 


NEW YORK 17, NEW YORK 
Division, Chas. Pfizer & Co., Inc 


*Trademark 





C PETN + ©) ATARAX) 


(PENTACRYTHRITOL TETRANITRATE) (BRAND OF HYOROXY2INE) 





For cardiac effect: PETN is “... the most effective drug 
currently available for prolonged prophylactic treatment 
of angina pectoris.’ Prevents about 80% of anginal attacks. 


For ataractic effect: One of the most effective—and probably 
the safest—of tranquilizers, ATARAX frees the angina patient 
of his constant tension and anxiety. Ideal for the on-the-job 
patient. And ATARAX has a unique advantage in cardiac 
therapy: it is anti-arrhythmic and non-hypotensive. 


For greater therapeutic success: In clinical trials, CARTRAX 
was demonstrably superior to previous therapy, including 
PETN alone. Specifically, 87% of angina patients did better. 
They were shown to suffer fewer attacks . .. require less 
nitroglycerin ... have increased tolerance to physical effort 
...and be freed of cardiac fixation. 


1. Russek, H. I.: Postgrad. Med. 19:562 (June) 1956. 
Dosage and Supplied: Begin with 1 to 2 yellow CARTRAX “10” 
tablets (10 mg. PETN plus 10 mg. ATARAX) 8 to 4 times daily. 
When indicated this may be increased by switching to pink CARTRAX 
“20” tablets (20 mg. PETN plus 10 mg. ATARAX.) For convenience, 
write “CARTRAX 10” or “CARTRAX 20.” In bottles of 100. 
CARTRAX should be taken 30 to 60 minutes before meals, on a 
continuous dosage schedule. Use PETN preparations with caution 
in glaucoma. 
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release from pain and inflammation 


with BUFFERIN. IN ARTHRITIS 


salicylate benefits with minimal salicylate drawbacks 


Rapid and prolonged relief—with less intolerance. 


The analgesic and specific anti-inflammatory action of BUFFERIN helps 
reduce pain and joint edema—comfortably. BUFFERIN caused no gastric dis- 
tress in 70 per cent of hospitalized arthritics with proved intolerance to 
aspirin. (Arthritics are at least 3 to 10 times as intolerant to straight aspirin 
as the general population.) 

No sodium accumulation. Because BUFFERIN is sodium free, massive dosage for 
prolonged periods will not cause sodium accumulation or edema, even in 
cardiovascular cases. 

Each sodium-free BUFFERIN tablet contains acetylsalicylic acid, 5 grains, and the antacids 
magnesium carbonate and aluminum glycinate. 

Reference: 1. J.A.M.A. 158:386 (June 4) 1955. 


ANOTHER FINE PRODUCT OF BRISTOL-MYERS 


Bristol-Myers Company, 19 West 50 Street, New York 20, N. Y. 
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A CHAIN OF COMMAND IN TOPICAL INFECTIONS 
Whatever the situation—ocular infections and injuries, superficial oral-pharyngeal infections, or a variety 
of skin wounds and abrasions—there is an ACHROMYCIN preparation ready to meet the call for prompt 
anti-infective treatment. 

Decisive broad-spectrum action has established ACHROMYCIN tetracycline as the antibiotic of choice 
for prompt control of infection at any site. This is why so many physicians look first to ACHROMYCIN 


for a dosage form to meet their specific medical requirements. 


ES REE “ ACHBOMYCIN 


Tetracycline Lederle 





TOPICAL SPRAY . OPHTHALMIC 
Tetracycline HCI im | OINTMENT 1%: 
Crystalline: | # Ye oz. tube. 
710 mg. 


1.0% 


OPHTHALMIC OIL 1% 
suspended in sesame 
oil: 

4 cc. plastic bottle. 


Venn wy tt OINTMENT 3%: 
Svepension Yo oz. and1 
picht oz. tubes 


Mrdrocmerde 
Nerrocycine M) (ryteling, 


OINTMENT (OPHTHALMIC) 04 OES 


OINTMENT 3% TROCHES 15 mg 

with ] (Peppermint Flavor): 
HYDROCORTISONE 2%: | bottles of 25 

5 Gm. tube. = and 250 mg. 





PHARYNGETS* 

Troches 15 mg. 
5 Tomecychae’ wei trpsatee "3 (Cherry Flavor): 

pond é __ TROCH box of 10 

Ol ENT 1% ~ ES A (foil-wrapped). 

with  aiaaaatieeas 

1.5 

Vai oz. tube. 

















LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York E> 
“Reg. U.S. Pat. Off. 





STOP 
SPASM 
PAIN 
DEPRESSION 


in 
LOW- 
BACK 


ACHE 
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In muscle spasm due to sprains, strains, herniated 
intervertebral disc, fibrositis, noninflammatory ar- 
In Parkinsonism thritic states and many other musculoskeletal dis- 
Highly selective action ...energiz- orders, the first demand is for relief. Disipal fills this 
ing against weakness, fatigue, ; q ‘ si 
adynamia and akinesia...potent need. It is quickly effective in skeletal muscle spasm 
against sialorrhea, diaphoresis, 
oculogyria and blepharospasm... : - « 
lessens rigidity and tremor... effect braces the patient against the depression so 
alleviates depression...safe 

I ...-even in glaucoma. 


*Trademark of Brocades-Sth & Ph i, M4 5 ay ° 
Trademark of Brocade Seaman & Pharmacia. (Riker Dosage: 1 tablet (50 mg.) t.id 
LOS ANGELES 
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almost regardless of origin. Its mood-alleviating 


often accompanying severe pain of any type. 























nutritional rehabilitation / not well, but weil fed 











he’ll be back with the family soon 


he’s being well fed with 


Sustagen’ 


Therapeutic food, Mead Johnson 


powder 


the only single food complete in all known 
essential nutrients 


With Sustagen you can provide every essential 
nutrient your medical, surgical and poorly nour- 
ished patients need for nutritional maintenance 
and rehabilitation. Generous in protein, calo- 
ries, vitamins, calcium and iron, Sustagen 
builds tissue...helps patients feel better, re- 
cover faster. As the sole source of food or as a 
supplement, Sustagen is easy to take in hospital, 
at home, on the job. 


The booklet “Recipes for Sustagen Beverages” tells your 


patients how easy it is to prepare flavorful drinks. For 
your copies, ask your Mead Johnson Representative or 
write to us, Evansville 21, Indiana. 





Mead Johnson 


Symbol of service in medicine 





| 
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for dry skin 


LUBRIDERM 


topical application 


Individuals suffering from parched, dry skin find imme- 
diate relief with soothing Lubriderm, a carefully balanced 
oil-in-water emulsion. As Lubriderm's aqueous outer-phase 
helps restore suppleness to drawn, taut skin, the oily 
inner-phase softens roughened, chapped areas and acts 
as a protective barrier to the further loss of moisture. 
When used persistently, Lubriderm insures a soft, smooth, 
comfortable skin condition. 


Lubath 


bath additive 


Many persons with dry skin experience bothersome itch- 
ing and burning of the skin after bathing, a discomfort 
which generally worsens whenever the humidity of the air 
is low. Such after-bath pruritus is often controlled with the 
use of Lubath in the bath water. Lubath, a highly refined 
cottonseed oil made dispersible in hard or soft water by 
a non-irritating, non-ionic surfactant, deposits a thin film 
of oil over the entire body while bathing, usually bring- 
ing prompt relief. 


For detailed information and samples, write... 
TEXAS PHARMACAL COMPANY 


San Antonio, Texas 
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Unlike tranquilizers, TETRAD improves 
mental and physical energy, 

supplements decreasing hormonal function and 
improves cerebral circulation and activity. 


Tetrad 


R TETRAD for the “past forty” group— a psychosomatic 
. -estorative- | 
ambulatory patients— i  gthmalent 


institutionalized aged— : Mit 
FORMULA: Pentylenetetrazol, 100 mg; nicotinic acid, 50 mg; 


tetraiodothyronine, 10 mcg; methyltestosterone, 1 mg; (ABORATORIES, INC.. LOS AM 
ethinyl estradiol, 0.002 mg. 





TETRAD-tablets 
and elixir samples 
and literature 
available. 


E.S. MILLER 
LABORATORIES, INC. 





P.O. Box 2302 Terminal Annex, Los Angeles 54, California 








for inflammatory anorectal disorders . . . 


Wyanoids HU 


Rectal Suppositories with Hydrocortisone, Wyeth 
the first suppository to contain 
to reduce inflammation and edema 


Plus the time-tested WYANOIDS formula —to relieve itching, burning, soreness, pain 


Postoperative scar tissue with inflammatory reaction 
Acute and chronic nonspecific proctitis 

Proctitis accompanying ulcerative colitis 

Acute internal hemorrhoids 

Radiation proctitis 

Medication proctitis 

Cryptitis 





Postoperative 
Scar Tissue 





Supplied: Each suppository contains 
10 mg. hydrocortisone acetate, 15 mg. 
extract belladonna (0.19 mg. equiv. 
total alkaloids), 3 mg. ephedrine sul- 
fate, zine oxide, boric acid, bismuth 
oxyiodide, bismuth subcarbonate and 
balsam peru in an oleaginous base. 
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normal channels. 
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DIGESTION 
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Each double-layered Entozyme As a comprehensive supplement to deficient ‘natural 
tablet contains: : : : . ; Id 
Pepsin, N.F 250 meg. secretion of digestive enzymes, particularly in older 
— released in the stomach from patients, ENTOZYME effectively improves nutrition by 
gastric-soluble outer coating patie : ; 
of tablet. bridging the gap between adequate ingestion and proper 
Pancreatin, U.S.P 300 mg. : ‘ : : : 
Bile Salts 7 ee meeeation. snore peers ot all ages, it has proved help 
—released in the smallintestine . ful in chronic cholecystitis, post-cholecystectomy syn- 
from enteric-coated inner . - ; 
core. drome, subtotal gastrectomy, pancreatitis, dyspepsia, 
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Now...{ree of Angina 


On continuing Choledyl therapy, many 
angina victims are helped toward a more 
natural, more enjoyable way of life. 200 
mg. q.i.d., can decrease the number and 
severity of attacks... improve the heart’s 
utilization of oxygen . . . reduce the need 
for nitroglycerin. Choledyl is the theo- 
phylline salt of choline—well tolerated 
orally and easily absorbed. 


to prevent anginal attacks 


CHOLEDYL’ 
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“... effective iron preparation 
for intramuscular injection...” 
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Published reports’ confirm the advantages of IMFERON when paren- 
teral iron is preferable in iron deficiency anemias; pregnancy; infancy; 
resistant hypochromic anemias; geriatric patients; blood loss; patients 
with peptic ulcer, ulcerative colitis; intolerance to oral iron. Easy to 
administer, notably free from unpleasant or toxic effects, quickly 


absorbed and utilized, IMFERON produces prompt hematologic and 


clinical improvement. 


PRECISION THERAPY...PROMPT RESPONSE 


Imferon 


INTRAMUSCULAR IRON-DEXTRAN COMPLEX 





SUPPLIED: 2-cc. and 5-cc. ampuls, boxes of 4. There are 50 mg. of elemental 
iron per cc. of IMFERON. 

IMFERON® is distributed by Lakeside Laboratories, Inc., under license from Benger Labora- 
tories, Limited. 
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Hepatitis in the geriatric patient 


H.D. BENNETT, M.D. 


HOUSTON 


@ The material to be presented is com- 
posite experience during the past ten 
years in two large Veterans Administra- 
tion Hospitals at Hines, Illinois, and 
Houston, Texas, and constitutes observa- 
tions on over 26,000 patients. ‘The mate- 
rial from the Houston Veterans Adminis- 
tration Hospital has been analyzed in 
letail by the hospital’s Geriatric Re- 
search Project, and most patients came 
from that institution. The opinions re- 
sult from multiple studies which can be 
iound elsewhere.!-6 

The definition of a geriatric patient 
is extremely difficult. For the purpose of 
this study patients over 60 years of age 
are considered in the geriatric group. 
Where other criteria are used they will 
be mentioned. Hepatitis is defined as a 
specific viral inflammation of the liver 
and only three entities are discussed— 
namely, infectious hepatitis, serum hepa- 
t.tis, and infectious mononucleosis. Only 
the acute varieties are considered. Chron- 
ic hepatitis and cirrhosis were not in- 
cluded in this study. 

In the age group over 60, there were 
1.3 patients per thousand admissions 
vith serum hepatitis, 0.8 patients per 
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Experiences with patients in the old- 
er age group having infectious and 
serum hepatitis are presented. An at- 
tempt is made to evaluate differences 
and to suggest therapeutic approaches 
pertinent to this age group. 


thousand admissions with infectious hep- 
atitis, and no patients with infectious 
mononucleosis. The corresponding fig- 
ures on the age group below 60 were 
2.7 admissions per thousand admissions 
with serum hepatitis, 5.9 admissions per 
thousand with infectious hepatitis, and 
1.7 admissions per thousand with infec- 
tious mononucleosis. These figures are 
of particular interest as they demonstrate 
the problem with which we deal in the 
older age group as well as having ecologic 
implications. A total of 281 patients are 
reported, 

The proportionate increase in serum 
hepatitis as compared to infectious hepa- 
titis and infectious mononucleosis in the 
older age group is not surprising as one 
considers two factors. First, the adminis- 
tration of transfusions is much more 
common in the older age group than in 
the younger age group; and second, in- 
fectious hepatitis apparently carries with 
it permanent immunity as does serum 
hepatitis. Thus the patients have already 
had their contacts with infectious hepa- 
tits when in the younger age group 
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and are now relatively resistant. They 
have presumably had less contact with 
serum hepatitis and therefore there has 
developed a smaller proportion of re- 
sistant individuals. Infectious mononu- 
cleosis was absent in the older age group. 
This may imply immunity but also per- 
haps lack of contact. If-the studies from 
West Point? are to be considered uni- 
versally applicable, then exposure may 
well be less in this age group. 


Features of Hepatitis After Age 60 
SYMPTOMATOLOGY 


Age did not seem to particularly influ- 
ence the symptomatology. Probably be- 
cause of the increased instances of serum 
hepatitis, the onset tended to be more 
abrupt. The period from onset of symp- 
toms to admission to a hospital was ap- 
proximately ten days. Symptoms were 
characteristically those of a systemic dis- 
the with anorexia and 
nausea but rarely vomiting. The patients 
characteristically came to the hospital 
with the onset of jaundice and usually 
mentioned light stools and dark urine. 
Pruritus was rare. Symptoms of depres- 
sion were quite common. 


ease at onset, 


PHYSICAL FINDINGS 

Hepatomegaly was noted in 12.5 per cent 
of the older patients with serum hepatitis 
and in 60 per cent of those with infec- 
tious hepatitis. Splenomegaly was not 
noted in this age group. Jaundice was 
present in all except one patient who 
was seen late in the recovery phase of 
the disease. Hematemesis was seen in one 
patient who had fulminant hepatitis. 
Spider nevi were extremely rare, and 
gynecomastia was not noted. Ascites was 
not a feature of the disease except in the 
one patient with fulminant hepatitis. 


LABORATORY EXAMINATIONS 


All patients demonstrated laboratory 
tests commensurate with the disease in 
younger individuals. Thymol turbidity 
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and cephalin flocculations were elevated, 
serum bilirubin was elevated, alkaline 
phosphatase was ordinarily near normal 
or slightly elevated, albumin-globulin 
ratios were within normal limits, and the 
serum glutamic-pyruvic transaminase 
demonstrated the anticipated elevations. 
DIFFERENTIAL DIAGNOSES 

The major differential diagnostic prob- 
lems anticipated were those between cir- 
rhosis, chronic hepatitis, thorazine hepa- 
titis, carcinoma of the biliary tract or 
pancreas, and cholangiolytic hepatitis. 
During this entire experience, no cases 
of cholangiolytic hepatitis were seen in 
this older age group. Thorazine hepa- 
titis, however, was present in 7.4 per 
cent of hepatitis in this age group and 
revealed the typical features of cholan- 
giolar obstruction with elevation of alka- 
line phosphatase and serum bilirubin 
but normal thymol turbidity and ce- 
phalin flocculation tests. This represent- 
ed one case for each 2,000 patients re- 
ceiving thorazine in this age group and 
was about what would be expected in 
the younger group. Carcinoma of the 
biliary tract and pancreas presented dif- 
ferential diagnostic problems only when 
chlorpromazine had been administered. 
Cirrhosis was usually detectable by the 
presence of splenomegaly and enlarged 
nodular liver or stigmata of longstanding 
liver disease such as spider nevi, gyne- 
comastia, ascites, edema, and so on. 


PROGNOSIS 


Infectious hepatitis in this older age 
group ran its expected course with a mor- 
tality percentage of zero as compared 
with a mortality percentage of 2.6 per 
cent in the age group below 60.* Serum 
hepatitis on the other hand apparently 
*This difference in death rate is probably for- 
tuitous rather than a significant difference. There 
were so few cases of infectious hepatitis over 60 
in this series (0.8 per thousand) that no true 
conclusions can be drawn. 
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caused a frequent fulminant disease with 
a mortality of 25 per cent as compared 
with a mortality of 7.1 per cent in the 
younger age group. Serum hepatitis is 
thus seen to be the more serious disease 
in both age groups but is particularly 
virulent in the age group over 60 years. 


Therapy 
BED REST 


In the younger age group there is con- 
siderable disagreement as to how early 
ambulation should be permitted in pa- 
tients with acute hepatitis. There is no 
disagreement that bed rest is beneficial 
but merely that prolongation of the bed 
rest induces other disabilities and is un- 
necessary. In the younger age group we 
have tended to be conservative and main- 
tained patients at bed rest with bedside 
commode until liver functions, such as 
thymol turbidity, cephalin flocculation, 
alkaline phosphatase, and bromsulfalein 
tests, have reached top normal values. 
The patients are then cautiously ambu- 
lated and liver function is tested again 
after one week. If liver function tests, 
symptoms, or physical findings indicate 
an exacerbation of the disease, the pa- 
tient is again placed at bed rest and the 
process repeated. Swift and his associates® 
and Nelson and co-workers® have advo- 
cated early ambulation, based on the 
serum bilirubin approaching normal 
levels. In the older age group, effects of 
bed rest are much more deleterious, and 
we therefore feel that ambulation should 
be undertaken at an early time—for ex- 
ample, when the serum bilirubin reaches 
2.5 mg. per cent. Modified bed rest 
should be carried out before this, with 
periods of at least one-half hour twice 
a day sitting at the bedside. As with the 
younger age group, the more chronic the 
liver disease the greater is the liberality 
in early ambulation. 


DIETARY THERAPY 


The most important single factor in the 





therapy of hepatitis from a dietary point 
of view is the intake of adequate calories. 
This is increasingly important in older 
individuals as their appetites are often 
capricious even when they are well. The 
content of the diet, although of impor- 
tance, must always be secondary to the 
maintenance of adequate calories. The 
basic diet used in liver disease is found 
in the table. Fat, it will be noted, is used 
to fill out calories as needed. 

Particularly in this age group food 
must be available whenever and in what- 
ever form the patient finds most accept- 
able. One must cater to the patient’s de- 
sires. It is often valuable to have a wife 
or relative bring food into the hospital 
if the patient is hospitalized or prepare 
favorite foods even though the content 
is not exactly what would ordinarily be 
prescribed. 

Various maneuvers to stimulate appe- 
tite are often necessary. One which we 
have found useful is to administer 5 to 10 
units of regular insulin subcutaneously 
three times a day twenty to thirty min- 
utes before each meal. These patients 
may be quite sensitive to insulin so that 
one must start with smaller doses, build- 
ing up to larger doses only if the neces- 
sary effect is not attained. The danger 
of cardiovascular accidents occurring 
during insulin reactions must be kept in 
mind. Adrenal steroids, as discussed later, 
are often quite successful in allaying 
anorexia, nausea, and vomiting. Occa- 
sionally patients will tolerate intragastric 
drip when they will not eat because of 
anorexia or nausea. Marsilid, 50 mg. 
t.i.d. has been found useful when all 
else fails. The depressive state in hepa- 
titis in the older age group will be dis- 
cussed later; however, it often contributes 
to anorexia. This may be improved by 
the use of compounds such as Ritalin, 
ephedrine, benzedrine, and so on. 

If severe anorexia persists, supplemen- 
tal glucose is indicated. Ten per cent 
glucose in water or saline, depending on 
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Principles: This diet is high in protein, 
ployed in the treatment of liver diseases. 


) 


Toast—3 slices 
Butter—1 tsp. 
Jelly, sugar—3 tbsp. 
Milk—1 pint 
Coffee 

Cream 





HIGH PROTEIN, HIGH CARBOHYDRATE DIET 


Approximate composition: | Carbohydrate 450 gm. 
Protein 150 gm. 
Fat 150 gm. 
Calories As 3800 
Suggested daily meal plan: 
Breakfast Lunch and Dinner 
Fruit or juice Fruit juice or soup 
Cereal Meat—2 servings 
Eges—2 Potatoes 


carbohydrate, and calories. It is em- 


Vegetable 

Relish or salad 
Bread—3 slices 
Jelly, sugar—3 tsp. 
Dessert 

Milk—1 pint 








the electrolyte needs, is suitable. Ordi- 
narily, supplemental glucose will not 
provide sufficient calories, and another 
solution must be found. Parenteral 
amino acids have been suggested, but 
caution is necessary with these prepara- 
tions in severe liver disease. ‘The newer 
intravenous fat preparations will be 
watched with interest but have not as 
yet been used. Rarely chlorpromazine 
may be necessary to prevent nausea and 
vomiting. We ordinarily like to avoid 
this drug in all hepatitis and particular- 
ly in hepatitis in this age group, as the 
onset of a chlorpromazine jaundice may 
present a diagnostic dilemma leading to 
unnecessary laparotomy. Promazine hy- 
drochloride and trifluoropromazine, a 
newer experimental drug, have been 
found useful. These drugs have caused a 
peculiar central nervous reaction charac- 
terized by spasms of facial and neck mus- 
cles on rare occasions. Vitamin therapy in 
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the form of a standard supplemental vita- 
min, while always administered, is felt to 
be of minor importance. Vitamin prepa- 
rations with By» or folic acid are avoided 
particularly in the older age group for 
fear of masking an undiagnosed _per- 
nicious anemia. 

Oral choline chloride, 1 gm. q.i.d., may 
be administered. If its taste is objection- 
able, it should be discontinued as it 1s 
not important. The use of vitamin K will 
be discussed when bleeding states are 
mentioned. 

Sodium restriction is rarely carried out 
except where absolutely necessary for 
other diseases. In general, it seems wisest 
to employ periodic mercurial diuretics in 
congestive failure rather than to attempt 
strict restriction of sodium with its con- 
comitant depression of appetite. 

Alcohol, while an excellent source of 
calories, is felt to be hepatotoxic and is 
therefore avoided. 
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STEROID THERAPY 

It has been well demonstrated that 
ACTH and adrenal cortical steroids af- 
fect the course of acute hepatitis.4 In the 
younger age group, the relative benignity 
of the infectious process, our increased 
ability to use bed rest, and our realiza- 
tion of complications of steroid therapy 
have limited their use. In the older age 
group greater liberalization in the use of 
steroids is felt to be indicated. The use 
of these potent materials must be highly 
individualized, and only the patients 
who seem to be progressing unsatisfac- 
torily should be chosen for therapy. 

ACTH, cortisone, hydrocortisone, or 
some of the newer steroids, such as Arist- 
ocort, used in full dosages may be used 
interchangeably. This is a therapeutic 
employment of steroid therapy so that 
maximal doses are to be used. We ordi- 
narily employ ACTH, 20 units by slow 
intravenous drip, over a period of eight 
to twelve hours for the first three days, 
then 10 units by the same method for a 
total of twenty-one days. Hydrocortisone 
may be employed—300 milligrams intra- 
venously daily in divided doses over the 
first three or four days, then 150 mg. 
intramuscularly or orally daily for the 
remaining twenty-one days. 

We have found it unwise to shorten 
the course of steroid therapy, as relapses 
are common when these materials are 
withdrawn too early. Should liver disease 
progress despite administration of ste- 
roids, steroid dosage may have to be in- 
creased to a level approximating 600 mg. 
of hydrocortisone daily. Complications in 
the group over 60 differ somewhat from 
those found in the younger age group. 
Peptic ulcer perforation has not been the 
potent problem. Diabetes mellitus and 
spread of infections have been the major 
problems seen. ‘The newer steroids, such 
as Aristocort, may help to avoid the ede- 
ma and ascites previously seen. 

Along with steroid therapy it is cus- 
tomary to administer potassium chloride 





in doses of 1 gm. t.i.d. In the group over 
60, caution must be employed, and a 
blood urea nitrogen is ordinarily deter- 
mined as renal insufficiency is common. 
As I have said, sodium chloride restric- 
tion is not ordinarily prescribed, and 
mercurial diuretics are given should fluid 
accumulate. Although it is not proved 
that the aluminum hydroxide gels de- 
crease the incidence of peptic ulceration 
in steroid therapy, we nonetheless rou- 
tinely administer these materials in doses 
of 3 drams every hour, alternated, if 
tolerated, with whole milk on the half 
hour. 

Relative contraindications to steroid 
therapy are a history or presence of pep- 
tic ulcer, active tuberculosis, and active 
bacterial infections. All of these are rela- 
tive, and have to be weighed with the 
severity of the liver disease as a threat to 
the patient’s life. 


Special Problems of 
Hepatitis Patients 

DEPRESSIVE STATES 

Depression is often a feature of any ill- 
ness in the older age group. In addition 
to this factor, hepatitis itself has been 
shown to cause electroencephalographic 
changes!” and has been observed to cause 
depressive phenomena which seem to be 
greater than those depressions observed 
with other diseases, such as influenza. 
The combination of these two factors in 
the older age group often leads to severe 
depressive states with anorexia and a 
lack of the will to fight. We have found 
it useful to employ early ambulation, 
as previously mentioned, psychotherapy 
in the form of encouragement, and, at 
times, analeptic drugs such as Ritalin, 
ephedrine, dexedrine, and so on. ‘These 
often have to be used in surprisingly 
large dosages to obtain the necessary 
effect. It is essential that these patients 
be returned rapidly to some form of ac- 
tive participation in their home life. 
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PRURITUS 


Itching is rarely of moment in the pa- 
tients with simple infectious or serum 
hepatitis. If present, it is best treated by 
simple measures such as calamine lotion 
or sedation. The administration of ad- 
renal cortical steroids for the indications 
mentioned above may also rapidly relieve 
pruritus. Chlorpromazine, 25 mg. orally 
q.i.d., is also effective in relieving pruritis, 
but, for the reasons already given, it is 
rarely employed unless other medications 
are contraindicated or fail. 


DIFFUSE BLEEDING AND BLEEDING TENDENCY 


Except in fulminant hepatitis, bleeding 
rarely presents a problem. Hypopro- 
thrombinemia of a moderate degree fre- 
quently develops. Where jaudice is sc- 
this hypoprothrombinemia may 
either be due to deficient absorption of 
vitamin K from the bowel or to intra- 
hepatic failure in the manufacture of 
prothrombin from vitamin K. The hypo- 
prothrombinemia caused by absence of 
bile in the bowel responds readily to an 


vere, 


oral administration of menadione, | mg. 
twice daily, given along with ox-bile tab- 
lets, 5 grains b.i.d., or to menadione, | 
mg. b.i.d. intramuscularly. If hypopro- 
thrombinemia is severe, vitamin K, oxide 
may be administered intravenously in 
doses of 50 to 75 mg. per day. Should 
the prothrombin concentration fail to 
rise on this dosage over several days, fur- 
ther attempts to raise the prothrombin 
by massive administration of vitamin K, 
oxide should be abandoned. If persisted 
in with large doses, a secondary hypo- 
prothrombinemia often develops of a 
greater degree than that present before 
administration of vitamin K. It must not 
be forgotten that some of the hypopro- 
thrombinemias in liver disease follow 
use of medications, such as broad-spec- 
trum antibiotics destroying the bacteria 
in the bowel that are necessary for the 
absorption of vitamin K, or salicylates in 
large dosages. It is not essential to correct 
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hypoprothrombinemia unless it is severe 
—that is, below 30 per cent. 

If hypoprothrombinemia is extremely 
severe and fails to respond to vitamin K, 
fresh whole blood in amounts of 200 to 
250 cc. daily may be necessary. 

Special caution against overloading the 
vascular system must be exercised in this 
older age group. Plasma can be em- 
ployed, but the pooling of plasma leads 
to increased danger in the transmission 
of infectious and serum hepatitis. Pre- 
vious prolonged storage and irradiation, 
while decreasing this danger, also de- 
creases the prothrombogenic effect. 

Thrombocytopenia rarely occurs in 
acute hepatitis but should be looked for 
in any bleeding state. Steroids are of 
considerable temporary help. 

Fibrinogenopenia has been noted on a 
few occasions in the fulminant hepatitis. 
Transfusions of whole blood may be of 
aid. 

Senile purpura or ecchymosis should 
not be confused with those purpura due 
to liver disease. In liver disease, demon- 
strable interference with coagulation fac- 
tors is always present and should be 
sought. Rutin and vitamin C can _ be 
tried in the senile state with variable 
results. 

Steroid therapy may cause striae and 
ecchymosis, which respond best to with- 
drawal of steroids. They are rarely a 
reason for stopping steroids. 

DRUG INTOXICATION 

Chlorpromazine has been previously 
mentioned. There is no good evidence 
that there is increased susceptibility to 
chlorpromazine jaundice in patients with 
liver disease. The confusion caused by 
intrahepatic jaundice in the older age 
group can, however, be so great that 
we ordinarily avoid this drug. 

It is difficult to determine which seda- 
tive is the safest in liver disease as all 
seem to have their increased incidence 
of toxicity. In mild hepatitis no real 
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problem presents, as all sedatives are 
well tolerated. Paraldehyde, previously 
considered one of the safest, has recently 
been attacked as a cause of metabolic 
acidosis.'!-13 Long-acting barbiturates, 
such as phenobarbital, which are ex- 
creted primarily by the renal route, are 
preferred to the shorter-acting barbitu- 
rates, such as pentobarbital. Morphine is 
particularly poorly tolerated. Nalline has 
been used to counteract some of the ef- 
fects of morphine, but it has sedative 
properties of its own which must be 
guarded against. 

Ammonia-containing compounds 
should be avoided in patients with acute 
hepatic insufficiency. Should such in- 
toxication occur, monosodium gluta- 
mate, as discussed under hepatic coma, 
may be employed. 


HEPATORENAL SYNDROME 


This syndrome has not occurred in our 
older patients. A confusion, however, 
often arises in that patients frequently 
have advanced nephrosclerosis with ele- 
vated blood urea nitrogen. It thus be- 
comes necessary to maintain adequate 
fluid intake and to carefully watch elec- 
trolyte balance for fear of aggravating 
the underlying renal disease. 





HEPATIC COMA 


Hepatic coma, of course, has occurred 
only in those patients with severe fulmi- 
nant hepatitis. The major differential 
diagnostic problem has been whether the 
patient has developed coma as a result 
of the hepatic disease or whether he has 
suffered a cerebral vascular accident so 
common in the older age group. The 
presence of minor neurologic deviations 
has been of considerable help. Determi- 
nation of blood ammonia has been of 
aid in the differential diagnosis. The 
presence of a flapping-type tremor helps 
confirm a diagnosis of hepatic coma. 

If coma is felt to be due to hepatic 
insufficiency, then the administration of 
preparations such as I-arginine and mon- 
osodium glutamate may well be of value. 
We have employed monosodium gluta- 
mate, 20 to 120 gm. intravenously daily, 
with excellent effect on those patients 
who have elevated serum ammonias. In 
the geriatric group, monosodium gluta- 
mate has disadvantages because of its 
content of sodium, and pulmonary ede- 
ma has developed when large doses have 
been used. Steroids are of considerable 
help and definitely indicated. 

The product, Aristocort, mentioned in this 
paper was supplied by Lederle Laboratories, Inc. 
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with advancing age 


Electrocardiographic changes 





LEO M. TARAN, M.D., and NELLY SZILAGYI, M.D. 


BROOKLYN, NEW YORK 


@ In the decades, there has 


been an upsurge of interest in the basic 


past two 


biologic factors which may be 
ble for the onset and 


responsi- 
process of senes- 
cence. It is generally agreed, however, 
that little is known to date about the 
biochemistry of aging. From the bio- 
chemical point of view, the question re- 
mains open as to whether the aging 
process is a normal, gradual involution 
beginning with birth and ending with 
death or from the normal 
biologic process resulting from the im- 
pact of the external upon the internal 
environment of each individual. 


a deviation 


Much has been learned regarding the 
physiologic tissue changes of normal 
aging. The dominant features are a grad- 
ual slowing of metabolic processes, grad- 
ual tissue desiccation, loss of tissue elas- 
ticity, atrophy, and degeneration. While, 
therefore, old age may not be considered 
a disease process in the accepted sense, 
those who grow old have had a longer 
opportunity to permit the onset of al- 
tered metabolism of normal physiologic 
processes. 

Some workers believe that atrophy of 
the myocardium is the most probable 
natural terminal Failure of the 
myocardium is regarded as significant of 
an altered functional ability of the heart 
out of proportion to the actual struc- 


lesion.! 


tural change.? The signs of the gradual 


LEO M. TARAN and NELLY SZILAGYI are research 
cardiologists at the Brooklyn Hebrew Home and 
Hospital for the 
cardiology at several hospitals and chief, Pedi 
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A random sample of men and women 
in the sixth through the ninth dec- 
ades of life was studied electrocar- 
diographically. The predominant ab- 
normal findings were those significant 
of left ventricular hypertrophy and 
ischemia in the presence or absence 
of clear-cut hemodynamic causes of 
increased work of the left heart. Elec- 
trocardiographic evidence of myocar- 
dial infarction was surprisingly low. 


onset of this disability of the heart may 
escape the scrutiny of the most experi- 
enced examiner, and few clinical criteria 
have been developed over the years to 
define its onset or progress. 

Many attempts have been made in 
the past two decades to throw some light 
on this subject by investigating the 
changes on the electrocardiogram with 
advancing age.*-!4 "To date, no criteria 
representative of normal electrocardio- 
graphic changes concomitant with ad- 
vancing age have been derived from 
these studies. Some investigators believe 
that the histologic changes in the myo- 
cardium with advancing age are not like- 
ty to produce abnormalities on the elec- 
trocardiogram.!* ‘Table 1 shows a dis- 
crepancy of 0 to 98 per cent of abnormal 
electrocardiographic findings observed in 
older patients. This marked discrepancy 
may be accounted for on the basis of 
the diversity of the samples of patients 
studied and the variation of opinion re- 
garding changes which are considered 
normal or abnormal. Also, most early 
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TABLE 1 





ABNORMAL ELECTROCARDIOGRAPHIC OBSERVATIONS IN THE AGED 





Number 
Series of cases 


Willius 

Jensen, Smith, and Cartwright 
Gelman and Brown 

Duthoit, Warembourg, and Pinchart 
Lohr and ‘Tillmanns 

Warnecke 

Levitt 

Eliaser and Kondo 

Fox, Klements, and Mandel 

laran and Kaye 


Fox, Weaver, and Francis 


Abnormal 
Age groups ECG 

700 75- 96 5257, 
50 50- 65 0 x 
60 61-100 30 &% 
116 60- 88 98 9% 
162 51- 90 11 9% 
70 65- 88 59 
100 . 70-4. 26 9% 
100 70+ 85 % 
300 60-100 66 % 
102 60- 90 64 % 
300 60- 90 19 % 
2,060 50-100 52 of 





investigators employed standard limb 
leads rather than the multiple and uni- 
polar leads used in later studies and may 
have thus missed many abnormalities. 

It is this apparent marked discrepancy 
in findings that prompted the present 
investigation. Unlike the previous in- 
vestigations, no specific sample of old 
persons was selected for this study. 
Rather, a large number of men and 
women over 65 was chosen at random. 
Those who were suffering from illnesses 
of any sort were considered as an impor- 
tant portion of the total aging popula- 
tion. Their illnesses, which in the main 
fell into the category of degenerative 
diseases, were accepted as belonging to 
the galaxy of the aging process. 

Material and Method 
Electrocardiograms were taken of the en- 
tire resident population of a home for 
the aged. Each study consisted of the 
standard and unipolar limb leads and 
six unipolar precordial leads in posi- 
tions 1 to 6. In recent months, positions 
4R and 3R were also taken routinely. 

The institution is open to men and 


women over 65 living in the city of New 
York who are declared unable to func- 
tion in the community. The majority 
of these residents is drawn from the 
middle and lower socioeconomic group 
of the Jewish population. While sickness 
of a chronic nature usually associated 
with old age is no deterrent to accept- 
ance at the institution, patients with 
acute illness, terminal disease, or mental 
derangement are not admitted. The resi- 
dents are housed in comfortable quar- 
ters, and every effort is exerted to meet 
their sociopsychologic needs. Medical 
services of a high standard are given 
routinely. 

The population at the time of this 
investigation consisted of 602 persons— 
216 men and 386 women—ranging from 
65 to 100 years of age (figure I). The 
largest number of individuals was_be- 
tween 70 and 85 years of age. The age 
distribution was the same for men and 
women. The majority of this group 
were ambulatory and functioned rela- 
tively well within their environment. 
Some were bedfast because of medical 
or surgical illnesses or senile inanition. 
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FIG. 1. Age and sex distribution of study series. 


Percentage incidence of various types of electro- 
cardiographic changes with advancing age. 


A large number were declared to have 
general arteriosclerosis with or without 
hypertension, and some were diagnosed 
as having advanced heart disease. 

The interpretation of the electrocar- 
diographic findings was made in accord- 
ance with accepted criteria. Electrocar- 
diographic diagnosis of disturbance in 
rhythm and conduction was made ac- 
cording to the criteria set down by the 
American Heart Association. Since, 
however, much confusion exists regard- 
ing the definition and interpretation of 
changes significant of ventricular hyper- 
trophy, we used criteria which we found 
to be in consonance with other clinical 
signs and symptoms of this condition. 

Left ventricular hypertrophy was diag- 
nosed when at least one of the criteria 
was: 

@ The sum of the amplitudes of R, and 
S, exceeded 24 mm.'6 

@ The amplitude of R in aVL exceeded 
11 mm.!* 

@ The sum of the amplitudes of R in V; 
and SV, exceeded 35 mm.!* 

@ The amplitude of R in V; exceeded 
24 mm.!7 

@ The interval from the onset of R to 
its peak was 0.04 or more in V;.18 

@ The activation 
seconds in V;.15,.18 


time exceeded 0.05 
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Left ventricular hypertrophy was only 
suspected when the sum of the ampli- 
tudes of R, and S, exceeded 22 mm.16 
Left ventricular hypertrophy and strain 
were diagnosed when one or more of 
the above criteria were found in addi- 
tion to deviation in the S-T segment in- 
dicative of left ventricular strain. Devia- 
tion of the S-T opposite in direction to 
the main deflection of the QRS complex, 
particularly when the S-T segment was 
convex in appearance, was considered 
typical for ventricular strain. Depression 
of the T wave in leads 1, AVL, V; and 
V, was considered an early sign of left 
ventricular strain. 

Changes in the S-T segment indicative 
of localized or diffuse coronary insufh- 
ciency were considered as a separate and 
distinct entity. From this group were 
excluded two specific S-T patterns found 
in various types of intraventricular block 
or in myocardial infarction. 

All cases showing changes in the S-T 
pattern significant of digitalis toxicity 
were not included in the group of spe- 
cific S-T changes. 


Results 
NORMAL ELECTROCARDIOGRAMS 


Of the 602 persons studied, 69 had elec- 
trocardiograms normal in all respects. No 
evidence of conduction disturbance— 
ventricular, hypertrophy, or strain—or 
coronary insufficiency was noted. Nine- 
teen individuals presented minor and 
insignificant electrocardiographic 
changes. Eleven of these showed a mod- 
erately low voltage of the QRS complex 


‘in the limb leads. 


It is apparent that the incidence of 
normal electrocardiographic tracings de- 
clines with advancing age (figure IT). ‘The 
change in the direction of the curves at 
age 85 may have some significance, al- 
though it must be admitted that the 
number of individuals in this age group 
is statistically not significant. This ob- 
servation may raise the question as to 
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whether individuals who reach the ad- 
vanced age of 85 years or more may 
have been endowed with a more vigorous 
cardiovascular system holding in check 
the advance of presbycardia. ‘The men 
and women in our series had equal inci- 
dence of normal electrocardiographic 
tracings—10 per cent of the 216 men and 
11.7 per cent of the 386 women. 


AURICULAR ARRHYTHMIAS 


Auricular arrhythmias were observed in 
121 individuals—24.8 per cent of the 
women and 17.6 per cent of the men. 
Of this group, 59 individuals showed 
auricular extrasystoles which occurred 
singly, in groups of several, or in pairs. 
Only four had paroxysmal auricular 
tachycardia, and one had a recorded at- 
tack of paroxysmal auricular-flutter. 
Auricular fibrillation was seen more 
frequently. Of the 121 patients, 57 had 
established auricular fibrillation for 
sometime; most of them did not revert 
to normal sinus rhythm. All but one 
person with auricular fibrillation showed 
other electrocardiographic changes con- 
sidered abnormal. It seems clear that, in 
our group of cases, the incidence of 
auricular arrhythmias increases signifi- 
cantly with advancing age (figure IIT). 


CONDUCTION DISTURBANCES 


Disturbance in conduction of the sinus 
impulse was noted in 124 persons. Pro- 
longed AV conduction time and right 
bundle-branch block were observed most 
frequently in this group of cases. The 
majority of instances of conduction dis- 
turbances occurred as a single abnormal- 
ity; in only one-third of the group did 
it appear in combination with other 
changes. Prolonged AV conduction was 
most frequently associated with right 
bundle-branch block; only 4 patients 
with left bundle-branch block and 2 
with intraventricular block were noted. 
The disturbance in conduction was 
found slightly more frequently in men 
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(23.1 per cent of the men and 18.9 per 
cent of the women). Here again, this 
clectrocardiographic abnormality showed 
a rising incidence with aging (figure IV). 


SIGNS OF DISTURBANCE IN 


THE VENTRICULAR MYOCARDIUM 


Right ventricular hypertrophy and 
strain were present in only 5 instances and 
are of little statistical significance. ‘This 
perhaps speaks for the low incidence 
of pulmonary hypertension and chronic 
pulmonary disease in our group of cases. 

Impressive is the high incidence of 
electrocardiographic evidence of left ven- 
tricular hypertrophy. Of the group of 602 
elderly men and women, 260 showed evi- 
dence of left ventricular hypertrophy. Of 
these, 137 persons showed classical elec- 
signs of definite left 
ventricular hypertrophy, and 40 showed 
only 


trocardiographic 


suggestive electrocardiographic 
signs of this abnormality. However, as 
many as 83 persons showed typical left 
ventricular hypertrophy with strain. This 
abnormality was found more frequently 
in women than in men (46.1 per cent 
of the females and 37 per cent of the 
males). The incidence of electrocardio- 
graphic signs of left ventricular hyper- 
trophy with or without strain increases 
significantly with age (figure V). 


fe) 


S-T CHANGES AND SIGNS OF 


MYOCARDIAL ISCHEMIA AND INFARCTION 


Almost one-third (187 cases) of our group 
showed S-T abnormalities, some of which 
are considered nonspecific and others as 
significant of myocardial ischemia. Some- 
what surprising is the finding that this 
abnormality does not increase in fre- 
quency with advancing age (figure V) 
and occurs as often in women as in men. 

Perhaps more surprising is the find- 
ing that only 80 cases, or a little over 
10 per cent, showed evidence of myo- 
cardial infarction. Four persons showed 
unequivocal signs of acute infarction, 
44 revealed evidence of an old infarc- 
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tion, and 32 had signs suggestive of 
healed infarction. Not unexpected was 
the observation that the incidence of 
this abnormality was significantly higher 
in men than women (20 per cent of the 
men and 9.3 per cent of the women) . In- 
cidence of signs of myocardial infarc- 
tion does not seem to be influenced by 
advancing age (figure V). 


SIGNS OF LOCALIZED 
VENTRICULAR HYPERIRRITABILITY 


Seventy-five men and women had ven- 
tricular extrasystoles on the electrocar 
diogram. In some instances, this irregu- 
larity occurred occasionally; in others, 
multiple extrasystoles of uniform or 
multiform contour were noted. Thir- 
teen of this group showed a ventricular 
bigeminal rhythm, but most of these can 
be said to have resulted from digitalis 
intoxication. The occurrence of ventricu- 
lar extrasystoles did not favor men or 
women. There is a definite trend toward 
this irregularity with age (figure V). 


Comment 


A random sample of men and women 
in the sixth, seventh, eighth, and ninth 
decades was studied electrocardiograph- 
ically. No attempt was made to separate 
those who were considered clinically nor- 
mal from those who suffered from ill- 
nesses usually encountered in the upper 
decades of life. The findings indicate 
that the vast majority of these individ- 
uals present abnormalities on the elec- 
trocardiogram. Only one in every ten 
showed what has been set down as nor- 
mal configurations (figure VI, table 2). 

More stimulating is the observation 
that electrocardiographic abnormalities 
generally increase with advancing age. 
This is particularly true of those changes 
considered symptomatic of a slowly ad- 
vancing and increasing burden placed 
upon the work of the heart. The most 
common abnormality, for example, is 
left ventricular hypertrophy with or 














INCIDENCE OF ELECTROCARDIOGRAPHIC FINDINGS IN 


TABLE 2 


602 MEN AND WOMEN 65 To 100 YEARS OF AGE 


A GROUP OF 








Number of 
cases 


Electrocardiographic changes 


Normal contour—Single abnormality 
Single auricular extrasystole 
Single ventricular extrasystole 
Prolonged A-V conduction time 
Questionable normality of contou 
Low voltage of QRS in limb leads 
Sinus bradycardia 
Sinus arrhythmia 
Disturbances in impulse initiation 
of auricular origin: 
Auricular extrasystoles 
Paroxysmal auricular tachycardia 
Auricular flutter 
Auricular fibrillation 
of nodal origin: 
Nodal extrasystoles 
Paroxysmal nodal tachycardia 
of ventricular origin: 
Ventricular extrasystoles 
Ventricular bigeminy 
Pararrhythmia 
Dissociation with interference 
Intermittant ventricular parosystole 
Disturbances in the conduction of impulses 
Sino-auricular block 
Prolonged A-V conduction time 
Prolonged A-V conduction time 
with dropped beats 
Complete block 
Right bundle-branch block 
Left bundle-branch block 
Intraventricular block 
Electrical alternans 
Myocardial infarction 
Recent 
Healed 
Suspect 
S-T abnormalities 
Left ventricular hypertrophy 
Definite 
Suspect 
Left ventricular hypertrophy and strain 
Right ventricular hypertrophy and strain 


69 
8 
3 
9 


2 
0 


62 


124 


9 


35 


187 


137 
40 
83 


602 cases 


(men and women) 


"oF 

18 yp 2 
rat he A 
0.5% 
0.3% 


hor 
0.5% 


1.8%, 
5.6%, 
1% 
20 % 
9.8%, 
0.6%, 
0.1% 
9.5% 
3.1%, 
2.6% 
0.5% 
12.5%, 
13.3% 
21.6% 
0.5% 
0.3%, 
0.1% 
20.6%, 
0.3%, 
5.8%, 


0.1% 
1% 
7.1% 
3.1%, 
2.6%, 
0.3% 

13.3% 
0.6%, 
7.3%, 
5.3% 

31 9% 

29.5%, 

22.87, 
6.6% 

13.8%, 
0.8%, 


216 cases 


(men) 


10 & 


oO 


1.4% 


9 5c 
ea hy 


0.4% 


23.167 


30 &% 


95 507 
49.9% 


12 o 


= 0 


0.9% 


386 cases 
(women) 


1.9%, 
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12.40 


0.59 


18.9°%7, 


9.39% 


31.6% 
31.5% 





without longstanding hypertension or 
other obvious dynamic factors which 
may increase the work load of the heart. 
Concomitant with this is the finding of 
electrocardiographic signs of myocardial 


ischemia. It cannot 
findings that this ischemia necessarily 
precedes or follows the hypertrophy. 
significant number of individuals show 


hypertrophy without ischemia. 


be shown from our 
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FIG. vi. Percentage of incidence of electrocardio- 
graphic abnormalities. 
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To a lesser degree, one finds electro- 
cardiographic abnormalities in the con- 
duction system, but here also they are 
of gradual onset and do not seem to 
represent important episodes in the life 
span of the cardiac mechanism. Of great- 
er significance is the finding that electro- 
cardiographic abnormalities of acute and 
episodic onset occur in much smaller per- 
centage than expected. Acute coronary 
infarction occurs rarely, and evidence of 
healed infarction, while more common 
than acute episodes, is a relatively infre- 
quent finding. 
reflect from these 
the abnormal electro- 
cardiographic changes usually found 
with advancing age are those which might 
be expected to result from the slowly 


It is tempting to 
observations that 


advancing histologic change in the myo- 
cardium with an increasing burden upon 
the hemodynamics of the heart. Is this 
phenomenon to be looked upon as the 
normal physiologic process of aging? 
Acute and rapid deterioration of car- 
diac functional ability is infrequent. Are 
these episodes to be considered as acci- 
dental or as a result of an unexpected 
and abnormal invasion of the integrity 
of the myocardium? In this sense, coro- 
nary thrombosis with myocardial infarc- 
tion may represent a distinct deviation 
from the normal process of the aging 
of the myocardium, and therefore it 
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would be, strictly speaking, not an ex- 
pression of the aging process. 


Conclusion 
Two of every 5 individuals 65 or more 
years of age show electrocardiographic 
evidence of left ventricular hypertrophy. 
One in every 3 individuals shows S-T 
changes of nonspecific pattern or those 
representing myocardial ischemia. The 
incidence of other abnormal electro- 
cardiographic changes is 20 per cent or 
less, and some abnormalities occur only 
rarely. However, only | in every 10 pre- 
sents a completely normal tracing. 
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degenerative diseases 


Nutrition, life tenure, and the 


JOSEPH I. GOODMAN, M.D. 
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@ The character of nutrition throughout 
life is the principal environmental fac- 
tor determining longevity. Maximum 
growth requires the simultaneous _pres- 
ence of all nutrients. Nutrition and 
health are inseparable, yet it has not 
been adequately recognized that well- 
fed individuals are less subject to almost 
every type of pathology than malnour- 
ished ones. Sound nutrition in the elder- 
ly person differs very little from that in 
the younger adult. This is to say, obesity, 
undernutrition, or an improper balance 
of other nutrients of the diet all have 
a detrimental effect. 


Overweight 
Obesity plays a large part in the dis- 
abilities of later adult life. I found an 
incidence of 12 percent of obesity in 
patients who were admitted to a chronic 
disease hospital—The Cuyahoga County 
Nursing Home—with various ailments.' 
The overweight patients were on the 
average five years younger than the pa- 
tients admitted to this institution with 
other disabilities. Obesity was eight times 
more frequent in the women than in the 
men. Obesity is a serious drawback in 
the rehabilitation of patients with such 
disabilities as cerebrovascular accidents, 
fractured femur, and arthritis. Not only 
does obesity prolong the period of re- 
habilitation but also it impairs other 
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Sound nutrition in the elderly is not 
essentially different from normal nu- 
triment in the younger adult. Obesity 
plays a large part in the disabilities 
of later life. It appears to be signifi- 
cant in the increasing incidence of 
diabetes, gangrene, congestive heart 
failure, and cerebrovascular accidents. 
There are numerous instances of sub- 
optimal nutrition in all economic 
classes. Malnourished elderly indi- 
viduals become this way for the same 
reasons that cause deficiencies in 
younger persons. 


benefits offered by hospitalization. For 
example, in many cases it becomes neces- 
sary to curtail the rehabilitation sched- 
ule, while in others obesity precludes 
altogether such activities as standing or 
all other attempts at self-sufficiency. 
RELATION TO DEGENERATIVE DISEASES 
Overweight appears to have a significant 
effect in increasing the incidence of dia- 
betes, gangrene, congestive failure, and 
possibly cerebrovascular accidents. The 
incidence of diabetes and gangrene with 
amputation in the Nursing Home obese 
population was found to be almost four 
times higher than in the institution at 
large. Moreover, the incidence of con- 
gestive cardiac failure was twice as high 
in the obese group, indicating that over- 
weight is a significant factor in the pro- 
duction of heart failure. A significant 
finding in 75 per cent of the obese pa- 
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tients was blood pressure over 150 mm 
systolic and 90 mm. diastolic. A drop in 
the blood pressure almost invariably ac- 
companied weight reduction. The trans- 
verse heart was a common fluoroscopic 
finding. Other findings, probably related 
to excess fat deposition but observed rare- 
ly, were gallbladder disease, xanthelasma, 
intertrigo, and hypertrichosis. 

Hepatomegaly, determined by percus- 
sion, was detected in one out of three 
obese persons. The liver is usually situ- 
ated high in the chest above the right 
costal margin even when the organ is 
normal in The marked elevation 
of the diaphragm is the obvious result 
of increased intra-abdominal pressure 
produced by excess fat. With weight re- 
duction, the liver usually recedes to nor- 
mal size in a few months. 


size. 


As in our own studies, Angel and asso- 
ciates report that, in a series of obese 
patients who were followed over a ten- 
year period, cardiovascular-renal impair- 
ment doubled in frequency and hyper- 
tension and gallbladder involvement 
quadrupled.? Diabetes had developed in 
6 of the 46 individuals who returned for 
examination Varicose 
veins were found in almost 40 per cent 


after ten years. 
and hypertrophic arthritis in 50 per cent 
of the group, these percentages represent- 
ing more than double the incidence of 
ten years before. 

PHYSIOLOGIC EFFECTS UPON 


THE HEART 


time 
that overweight exerts a harmful effect 
upon cardiac function. Cause of death 
in cases of obesity is primarily a break- 
down of the cardiovascular system. It 
has often been stated that coronary dis- 


It has been recognized for some 


ease and occlusion occur more common- 
ly in the obese and these conditions 
were found to occur more frequently in 
overweight army officers.*:4 In postmor- 
tem material, Wilens found coronary 
disease more frequently in overweight 
persons and relatively rarely in the un- 
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dernourished.® Obesity shortens life ex- 
pectancy in normal persons and increases 
the mortality rate in those with heart 
disease by as much as 60 per cent. Con- 
versely, when obese cardiac patients lose 
weight, their outlook is improved. 

In uncomplicated obesity, “cardiac” 
symptoms may appear which probably 
are caused by mechanical and _ physiolo- 
gic interference with heart’s function. 
Master and Oppenheimer, using their 
two-step test, found the pulse rate and 
blood pressure increased and the work 
tolerance decreased in overweight peo- 
ple.6 Master, Stricker, Grishman, and 
Dack showed that in normal, obese pa- 
tients the cardiac work is increased as 
a result of an increase in surface area 
and, therefore, an increase in the total 
body metabolism and oxygen consump- 
tion.* Proger and Denning observed that 
in obesity the cardiac output and A-V 
oxygen difference are normal after exer- 
cise, but that the vital capacity is di- 
minished.8 The cardiac and respiratory 
rates, the level of blood lactic acid, the 
oxygen consumption, and the oxygen 
debt are increased. Also, in obese indi- 
viduals the respirations are more shal- 
low and rapid than normal and the lungs 
compressed, causing a reduction in vital 
capacity. Another possible factor embar- 
rassing the heart is the extra load im- 
posed by the fatty tissue, which requires 
an increased capillary bed. Both groups 
of workers concluded that in obesity the 
heart is not inherently abnormal, but 
that there is a mechanical interference 
with cardiac function, resulting from the 
elevation of the diaphragm and upward 
displacement of the heart, which leads 
to smaller and more rapid contractions. 

Following an average weight reduc- 
tion of 12 per cent on a 1,200 calorie 
diet in 5 overweight ambulatory patients, 
there was a drop in blood pressure and 
pulse rate and the patients lost their 
symptoms. They observed a drop of 13 
per cent in oxygen consumption, a rise 











of 36 per cent in the A-V oxygen dif- 
ference (improved oxygen utilization), 
a fall of 30 per cent in cardiac output, 
and of 35 per cent in cardiac work. 

In the teleoroentgenogram, the heart 
lies in a horizontal position and appears 
enlarged, the apex being displaced out- 
ward to the left. This contour can be 
casily mistaken for cardiac enlargement. 
Master and Oppenheimer point out the 
frequency of left axis deviation and in- 
version of P, and Ts; in obese persons, 
which they attribute to the transverse 
position of the heart.® 

Obesity is capable of producing or 
ageravating coronary disease. In acute 
coronary occlusion the incidence of over- 
weight is also significantly increased over 
that in the general population.®:!° 
Weight loss lightens the work of the 
heart and has been of benefit to those 
with heart disease, because of a fall in 
oxygen consumption, cardiac output, 
and cardiac work. The basal metabolism 
drops and the vital capacity increases. 
The introduction of a low-calorie diet 
in the treatment of coronary disease has 
lowered the mortality rate in coronary 
occlusion, and the tendency to anginal 
pain and congestive failure. 

Stare showed that a short period of 
rapid weight gain, even if accomplished 
on a low-fat, low-cholesterol diet, in- 
creases fat and cholesterol.'' He postu- 
lates that a period of high energy turn- 
over in early adult life may be followed 
by a long period of diminishing physical 
activity but with unchanging dietary 
habits. This leads to an obese individual 
at middle age, with poor muscular de- 
velopment and elevated serum choles- 
terol and beta-lipoprotein levels, though 
without visible lipemia. More important, 
there is generally significant atheroscle- 
rosis in such a man. After middle age, 
if this hypothesis be true, we have a 
patient in a state of advancing physiolo- 
gic age, with atherosclerosis and its un- 
pleasant sequelae. 





THERAPEUTIC WEIGHT REDUCTION 


Overweight must be viewed as a serious 
problem in the aged population. AI- 
though elderly persons do not take to 
dietary restriction readily one may 
achieve a substantial weight reduction 
in about one-third of obese persons. Pat- 
terns of eating—largely carbohydrate 
diets—which have been practiced for dec- 
ades are not easily broken. Some patients 
prefer to leave the hospital rather than 
be subjected to a reduction regime; 
others become so emotionally upset that 
the program has to be discontinued. 
Weight reduction is usually accompanied 
by improved locomotion. Loss of weight 
is very important also in the treatment 
of overweight cardiac patients, since loss 
of weight increases cardiac reserve and 
combats the tendency to failure and 
anginal pain. Master, Jaffe, and Dack 
observed beneficial results in patients 
with angina or acute coronary occlusion 
during administration of an 800-calorie 
diet.? In coronary occlusion, the mortal- 
ity rate was significantly reduced as com- 
pared to the control group. 


Undernutrition 
It has been suspected since ancient times 
that proper nutrition is not only impor- 
tant in preventing weight disturbances 
and specific deficiency disease, but has 
an equally vital role in maintaining high- 
gerade health. In all economic classes, 
there are numerous individuals with sub- 
optimal nutrition. Nutritional surveys 
among industrial workers indicate that 
the majority do not select diets which 
meet the recommended allowances of the 
National Research Council. There is no 
doubt that a great many older persons 
become undernourished, and more often 
than not it can be definitely established 
that there has been a deficient food 
intake. Among 500 chiefly elderly pa- 
tients reported by Chinn, 15 had in- 
anition of sufficient severity to provoke 
serious impediment to their health.!? As 
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a consequence of finding a higher inci- 
dence of nutritional disorders in old peo- 
ple, the notion prevailed about a decade 
ago that the aged required more protein 
and vitamins than the young. 

The question might properly be asked 
as to what constitutes undernutrition 
in the older person. May weight loss in 
itself be the sole evidence of undernutri- 
tion? Elderly individuals often have 
vague illness for which miraculous 
changes have been accomplished merely 
by giving them a plenteous diet. Where 
a severely inadequate nutrient intake has 
continued for a prolonged period, fatty 
metamorphosis of the liver and damage 
in other organs and tissues may occur. 
The loss of muscle mass usually noted in 
advanced age is per se an indication of 
undernutrition. However, an obvious 
clinical syndrome is usually not seen, 
although normal physiologic function 
may be impeded. Malnutrition frequent- 
ly is on a subclinical level. When no ob- 
vious manifestations of nutrient inade- 
quacy are present, the previous diet his- 
tory must serve as the guide for the recog- 
nition of undernutrition. 

Why do people eat as they do? Food 
habits are determined by the biochemi- 
cal conditions of the body, the response 
of the sense organs (taste buds, which up 
to the age of 12 cover the entire mouth 
but diminish almost to a vanishing point 
during the second forty years of life) , 
and the mental state of the individual. 
The latter, in turn, is influenced by social, 
economic, and environmental conditions, 
combined with his past experiences and 
emotional development. 

Most people pay little heed to either 
health or nutrition as long as they feel 
reasonably well and can satisfy their 
tastes. These tastes originate from a 
strange mixture created by the physiol- 
ogy of the human body modified by the 
million dollar advertising campaigns 
forced upon the public by magazines, 
radio, and television. Consequently, man 
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consumes nearly 100 pounds of sugar 
per person per year. Furthermore, the 
American public gulps 10 billion dollars 
worth of alcoholic liquors per year. 
Thus, powerful advertising plus this 
physiologic inclination makes Americans 
spend as much for sugar-rich soft drinks 
as they do for the care of their teeth and 
as much for alcoholic beverages as they 
do for their entire medical expenses. 
Tastes are so perverted by the time one 
attains middle life that they no longer 
have any relation to health. As people 
grow older, one may well ask if there 
is any chance to stem this foolhardy hu- 
man tide in the interest of a healthier 
old age. 

When one studies a group of elderly 
individuals with objective evidence of 
malnutrition in order to learn why they 
have become malnourished, one fre- 
quently finds the same causes as in 
younger individuals. They all have one 
factor in common and that is an inade- 
quate intake of sufficient amount and 
variety of foods. The older person tends 
to eat excessive amounts of easily masti- 
cated carbohydrate and insufficient pro- 
tein being prone to rely mainly on baked 
goods. ‘The avoidance of meat results in 
an unbalanced diet which in turn in- 
creases the thiamine requirements of the 
body. 


Causes of Malnutrition 

in Old People 
Several special problems are encountered 
in dealing with the geriatric population. 
For a variety of reasons, the quest for 
food may become a less satisfying experi- 
ence with advanced age. However, one 
does encounter certain causes more fre- 
quently in the elderly; these stem from 
physical, psychiatric, social, and eco- 
nomic changes which confront the aging 
individual. The majority tend to have 
one or more chronic illnesses. They fre- 
quently have poor dentition, fixed die- 
tary habits, and may be parsimonious. 











ORGANIC DISEASES 

In patients with structural disease of 
the esophagus or stomach, adequate food 
intake is the result of associated post- 
prandial symptoms. Other patients with 
organic diseases intentionally limit their 
food intake with resultant weight loss. For 
example, a patient has been described 
with cervical arthritis of such severity as 
to interfere with the swallowing mecha- 
nism.'? Or, patients with chronic pul- 
monary disease attribute paroxysms of 
coughing to the ingestion of food and, 
therefore, eat little. 


IATROGENIC MALNUTRITION 


This condition, induced by a poorly con- 
ceived therapeutic diet has been observed 
with an alarming frequency. Such diets 
most often lack total nutritional ade- 
quacy. Moreover, they may contain in- 
adequate amounts of individual nutri- 
ents even for the normal body and, in 
addition, they frequently neglect the su- 
perimposed demands of the disease proc- 
ess. Ihe most frequently inadequate nu- 
trient is protein. ‘The demands for pro- 
tein commonly are not met in patients 
with ulcerative colitis and other diar- 
rheal diseases, in diets for peptic ulcer, 
especially during exacerbations, in kid- 
ney diseases associated with massive pro- 
teinuria, and in diets for cirrhosis and 
hepatitis. Usually diets for peptic ulcer 
are unduly low in calories and markedly 
deficient in ascorbic acid. Many low- 
cholesterol diets used today are inade- 
quate in high-quality protein and some 
vitamins. By eliminating nutritionally 
important foods, such as milk, eggs, and 
butter, the body finds it difficult to sus- 
tain good nutrition, and other metabolic 
stresses are introduced instead. Our cur- 
rent knowledge does not justify rigid 
cholesterol restriction except in persons 
with marked hypercholesterolemia. 


INADEQUATE DENTITION 


It is most unusual for a person to reach 






old age with a full complement of teeth. 
Those most frequently lost during earlier 
life are the posterior molars and, since 
the gaps do not show, they are not re- 
placed. These teeth bear the brunt of 
the chewing process and in their absence 
food is inadequately prepared for di- 
gestion. Inadequate dentition and poorly 
fitting dentures are important causes of 
undernutrition in the elderly. Such in- 
adequate dentition results in the avoid- 
ance of foods which are difficult to masti- 
cate, especially meats, and tends to limit 
the diet to soft food. Dentistry today is 
able to provide dentures for utility as 
well as for appearance. Modern plastic 
plates are so light and adaptable to the 
ridges of the jaw that, with persistence, 
they can become almost as much a part 
of the mouth as the original teeth. How- 
ever, the attitude of the wearer is a 
greater factor than the fit in the success- 
ful use of dentures. 


LIMITED ECONOMIC STATUS 
AND MALNUTRITION 


A third important factor in the develop- 
ment of malnutrition in the aged is a 
limited economic status. In every com- 
munity there are old or infirm people 
living alone, who time after time are 
readmitted to hospitals or other institu- 
tions simply because they are unable to 
obtain proper food or care for themselves 
at home. In this group sociologic prob- 
lems are extremely common, either alone 
or in combination with psychiatric mani- 
festations. Some patients live alone and 
are either unable or unwilling to pre- 
pare-their food. Others have family con- 
flicts which, along with psychiatric fac- 
tors, are responsible for their refusal to 
eat properly. The need for better nutri- 
tion and an improved regime of living 
in later life appears to transcend the bar- 
riers of income. There are actually very 
few instances in which a case of malnu- 
trition can be attributed solely to eco- 
nomic factors. 
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PSYCHOLOGIC ASPECTS 
Psychologic factors play an important 
role in the determination of an adequate 
dietary. Many patients present definite 
psychiatric problems—those that result 
from organic brain damage, from severe 
reactive depression, or from a combina- 
tion of the two. In some there are fears 
relative to eating—fear of unsuitable 
food, fear of indigestion, or fear of the 
results of improper mastication. Depres- 
sion and disinterest in eating because olf 
a hopeless outlook are important causes 
in others. 

Poor food selection is responsible to a 
great extent for widespread suboptimal 
nutrition. The emotional constitution of 
the child and the mother and even the 
biochemical constitution itself may pre- 
clude the establishment of eating habits 
compatible with an adequate diet. ‘Thus, 
habits of eating represent a very signifi- 
cant role in nutritional problems and 
are probably one of the greatest obstacles 
in the path toward obtaining an opti- 
mum diet by the majority of persons. 
The longer habits have been indulged 
in, the more rigidly they become fixed. 
Dietary habits are affected by many ele- 
ments. Appetite is not a satisfactory guide 
for the nutrients. Anorexia 
the nutrient the 
self-selected diets of the elderly may ini- 


selection of 


and poor content of 
tiate a vicious cycle. In defending itself 
against the aging process, the psychologic 
defense takes two paths—regression and 
conservatism. Regression is represented 
by childish actions and bizarre symptoms 
such as belching, nausea, vomiting, ano- 
rexia, and heartburn. Anxieties, especial- 
ly if long continued and habitual, may 
lead either to a serious anorexia or to 
with 


excessive consumption of foods, 


obesity as a consequence. 


Management of Undernutrition 


Competent treatment is dependent pri- 
marily upon the recognition of nutrition- 
al deficiency.’ It is impossible to formu- 
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late a standard regimen of nutritional 
therapy, the regimen must therefore be 
individualized. There is no substitute for 
clinical acumen in the proper applica- 
tion of nutrition therapy. ‘There are so 
many unknowns in nutrition and metab- 
olism that, in order to insure an adequate 
supply of all known and unknown fac- 
tors, an attempt should be made to sup- 
ply all necessary nutrients through the 
diet. It is unfortunate that too many 
physicians have the impression that nu- 
trition therapy can be accomplished by 
dumping the maximum possible amount 
of every known nutrient into an individ- 
ual. In doing this, attention may be mis- 
directed t> purified crystalline com- 
pounds and thus be diverted from the 
total diet and nutrition of the patient. 
It always must be remembered that sup- 
plemental vitamins, for example, are still 
only a re-enforcement for diet and not a 
substitute. I have a warm spot in my 
heart for basic, natural foods. It is im- 
possible to achieve a positive nitrogen 
balance with insufficient calories. When 
carbohydrates and proteins are fed simul- 
taneously, dietary amino acids are maxi- 
mally utilized for protein synthesis, thus 
obviating the need for the protein com- 
ponents of the diet to be used as a source 
of energy. Adequate nutrition is much 
easier to achieve when fat is allowed. 

As a practical point, it should be cau- 
tioned that the physician and nutrition- 
ist must do more than merely order the 
proper diet. They always must make cer- 
tain that the nutrients are both received 
and consumed by the individual for 
whom they are prescribed. If nutrition 
is to be applied successfully, it must en- 
compass the total regime of living in ad- 
dition to a knowledge of foods. New 
food tastes have to be created. It is pos- 
sible to attain this more readily in 
groups, an accomplishment which can 
seldom be achieved with lonely, elderly 
people in isolated rooms. 

For some years Mrs. Clive M. McCay 














has taught an enthusiastic class of elderly 
people who eat a substantial thirty-five- 
cent luncheon and spend the day to- 
gether every Wednesday.'* ‘This class has 
had a regime of basic, natural foods, 
friends, exercise by square dancing, con- 
structive work that pays profits, a cause, 
and something to look forward to every 
week in the year. These older people are 
taught to invest their modest food 
budgets in fruits, vegetables, milk, eggs, 
meat, and whole grain cereals. They are 
taught to scrutinize the wrappers of food 
such as bread to make sure that they 
contain protein supplements such as 
milk, wheat germ, and soy flour. 

The “Meals on Wheels” program is 
providing many forgotten oldsters in Phil- 
adelphia the benefit of two nourishing 
meals a day, five days a week.' The pro- 
gram was started in a congested indus- 
trial section of Philadelphia in January 
1954, by the Lighthouse, a Red Feather 
Settlement House. The section contains 
approximately 80,000 population, with 
8,000 over 65 and 800 over 80 years of 
age. A thermos-insulated hot meal for 
noontime and a cold meal to be saved for 
supper are delivered by volunteers to 
selected clients within a radius of about 
2 miles of the Lighthouse. A varied, nu- 
tritionally balanced menu is prepared at 
the Lighthouse by a professional, salaried 
cook. Delivery routes are carefully 
planned so that the last hot meal served 
is not more than sixty minutes from the 
stove. All clients are charged a weekly 
fee, which varies from 2 to 5 dollars ac- 
cording to their ability to pay. The neces- 
sary vitamins and minerals are readily 
obtained from a diet which contains 
fresh fruits, salad greens, and freshly 
cooked vegetables and meats. 


Chinn reports gains of from 7 to 15 
per cent of body weight in about one- 
third of his chronically emaciated per- 
sons placed on a high caloric regimen. 
About one-third gain indifferently in 
weight and the remaining one-third fail 








to gain or continue to lose weight despite 
vigorous measures. Most of the poor re- 
sults are attributable to irreversible psy- 
chiatric and insurmountable social prob- 
lems. In some of the failures, numerous 
devices have been utilized, such as paren- 
teral feeding of carbohydrates, amino 
acids, fat, and vitamins; intubation for 
long periods; and, in a few persons with 
mental depresson, electroconvulsive ther- 
apy. The end results are unfavorable 
with these heroic measures because most 
of the patients ultimately lapse back into 
their former condition. Re-establishment 
of proper eating habits is particularly 
difficult in the aged as a group. It is ob- 
viously far more difficult to correct nu- 
tritional deficiency than to prevent it. 

Those patients whose undernutrition 
is benefited, however, improve not only 
physically but also in attitude, behavioral 
patterns, and even, in some few cases, in 
cerebral acuity. ‘The lack of overt physical 
and biochemical manifestations of mal- 
nutrition makes more difficult the prob- 
lem of assessing the benefits of therapeu- 
tic nutrition. McCay’s studies with ani- 
mals have shown that there is almost no 
stage in the life span when improved 
nutrition will not lead to improved well- 
being in the remaining period of life." 
Many of the disabilities that stem from 
faulty nutrition are preventable by at- 
tention to diet. Even when obvious gross 
anatomic lesions have developed, an 
abundant nutritious diet will reverse the 
course and permit a complete anatomic, 
functional, and psychologic recovery. 

In order to increase the percentage of 
weH-nourished individuals in the general 
population it is necessary to educate the 
public. To maintain our nation in maxi- 
mum productivity the essential role of 
nutrition in the prophylaxis and therapy 
of disease must be emphasized. If the 
concept of adequate nutrition were to be 
applied conscientiously in prospective 
young mothers, infants, children, adoles- 
cents, adults, as well as in the geriatric 


Geriatrics, June 1958 = 365 






































] 


~! 


566 


group, it would be instrumental in re- 
ducing the morbidity materially in the ‘There is little doubt that an over-all 
nutrition program could reduce this fi- 
nancial burden substantially and add 
immeasurably to the satisfaction of life 


near future. Could a more desirable goal 
be contemplated? Vast sums of money 
are spent annually in most communities 
by welfare services for the maintenance — for older people. 


. GOODMAN, 
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\ging of blood vessels begins at birth and is related to changes in 
connective tissue, particularly collagen. Increase of collagen content 
in the intima of arteries is more prominent in certain vessels, and male 
coronaries are particularly affected. 

Animal experiments with connective tissue show that collagen forma- 
tion and destruction are equal in females, whereas in males, excessive 
formation leads to increased collagen content. Collagen qualitatively 
changes with advancing age with decreased swelling capacity related 
to increased polymerization of collagen chains. In addition to the 
collagen-forming tendency of males, the only lipid accumulated in 
male atheromas is cholesterol, whereas the female plaque contains 
other lipids. Significantly, however, fibrous thickening of the intima 
precedes cholesterol accumulation in atheromas. 

The connective tissue fibroblast, in addition to producing collagen, 
appears to be responsible for making cholesterol. Cholesterol laid down 
in experimental connective tissue is very stable, and is not readily 
reabsorbed despite reduction in serum cholesterol. 


R. J. BOUCEK, N. L. NOBLE, K. T. KAO, H. R. ELDEN, and J. F. WOESSNER: Connective tissue 
changes which may be related to aging and atherosclerosis. Minnesota Med. 41: 154- 
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of sick, elderly people in nursing homes. 











A comparative study of the aging process 
in groups of schizophrenic and 


mentally well veterans 


PAUL WENGER, M.D. 


BATH, NEW YORK 


@ This study was prompted by the 
awareness of our relatively meager knowI- 
edge of the schizophrenic process in old 
age. Comparison of some of the normal 
mental changes which occur after the 
age of 65, such as narrowing of interests, 
hoarding tendencies, untidiness, and in- 
creased suspiciousness,'? with manifesta- 
tions of schizophrenic behavior in old 
age reveals a wide similarity of symptoms 
and signs expressed in the personality 
make-up of both groups. The disorders 
resulting from organic deterioration in 
senile persons and from disuse of mental 
capacities in schizophrenic patients are 
of phenotypic similarity. 

The purpose of this study was to de- 
termine the mutual influence of the 
aging process and schizophrenia and 
whether the effect of a specific environ- 
ment on aged schizophrenic patients 
would be different from that on aged 
mentally well individuals. 


Material and Methods 
The study group was composed of 50 
veterans between the ages of 65 and 85 
who were patients at the Veterans Ad- 
ministration Center in Bath, New York. 
Twenty-five of the subjects were classi- 
fied as schizophrenic patients and were 
compared with the remaining 25 who 
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Clinical psychiatric and psychologic 
observations were made to determine 
the mutual influence of old age and 
the schizophrenic process as compared 
with manifestations of senile deterio- 
ration in mentally well individuals. 
The effect of a specific institutional 
environment, with its relative lack of 
stimulation, upon schizophrenic and 
mentally well older subjects is re- 
ported. 


were Classified as mentally well, although 
they were more or less afflicted with 
physical disabilities. 

The Center has an average male popu- 
lation of 1,500 veterans, predominantly 
from World War I, who are unable to 
care for themselves because of physical 
and mental disability and socioeconomic 
dependency, factors which are found to 
a similar degree among the nonveteran 
aging population. When these patients 
are admitted, they usually have no home, 
source of income, or chance of employ- 
ment, and they need medical care. Medi- 
cal attention is provided on a convales- 
cent basis in the Domiciliary Home, 
which has 1,200 beds,:and in a 300-bed 
hospital for acute illness. 

Both the schizophrenic and the men- 
tally well subjects were studied in indi- 
vidual interviews, during which their 
complaints, personal life history, medical 
history, and present physical and psychi- 
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atric status were noted. Evaluations were 
made for their activity program, per- 
sonality make-up (determined by selec- 
tive psychologic tests and graphologic 
analyses), and preference for institutional 
care or community living. As a result 
of the interviews, some illuminating con- 
clusions could be drawn regarding those 
aspects of schizophrenia in old age which 
were previously not too well defined. 


Comparative Findings 
Of the schizophrenic group, 25 per cent 
complained of mental symptoms, such 
as restlessness, vague hallucinations, or 
being annoyed by other members of the 
Home, while 75 per cent were free of 
such symptoms. None of the mentally 
well subjects displayed mental symptoms. 

The majority in both groups (66 per 
cent) came from families of wage earners, 
with only a few coming from a _ profes- 
sional background. The status of sibling 
rivalry was similar in both groups. An 
average of 20 per cent of the subjects 
were oldest children, 56 per cent were 
in a middle position, 20 per cent were 
the youngest, and 4 per cent were only 
children. 

The educational level was lower in the 
schizophrenic group than in the mentally 
well group. Of the former, 36 per cent 
had up to four years and 56 per cent had 
up to eight years of primary schooling, 
and only 8 per cent had secondary school- 
ing. In the latter group, 20 per cent had 
up to four years and 48 per cent had up 
to eight years of primary schooling, and 
32 per cent had secondary schooling. 

Of the schizophrenic group, 32 per 
cent either were or had been married, 
and 68 per cent had been single. Com- 
parative figures in the control group 
were 44 and 56 per cent, respectively. 

Extrovert sociable types were found in 
48 per cent of the schizophrenic group 
and in 76 per cent of the mentally well 
group. Religious interest was present in 
one-third of the men in both groups. 


568 
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Of the schizophrenic subjects, 80 per 
cent were in duty sections of the Home 
doing light work for an average of four 
hours daily, and 20 per cent were in 
nonduty sections. The members of the 
control group generally had a lower 
work record because of physical disable- 
ment. Participation in recreational ac- 
tivities was three times greater in the 
normal group. Alcohol was consumed ex- 
cessively by 32 per cent of the schizo- 
phrenic subjects and by only 24 per cent 
of the mentally well subjects. 

CLINICAL PSYCHIATRIC DATA 

A history of familial schizophrenic ill- 
ness was found in 24 per cent of the 
schizophrenic group and in none of the 
control group. Of the schizophrenic sub- 
jects, 24 per cent had been institutional- 
ized up to twenty years and 76 per cent 
from twenty to forty years, with one for 
forty-two years. Of the control group, 96 
per cent had been institutionalized up to 
twenty years (most of them for less than 
ten years) and only 4 per cent over 
twenty years. 

The type of schizophrenia encountered 
was classified as simple in 20 per cent, 
paranoid in 60 per cent, hebephrenic in 
16 per cent, and catatonic in 4 per cent. 
Of all these, approximately one-half still 
showed clinical manifestations of a 
schizophrenic picture in a mild form, 
and one-half were symptom free. Among 
the schizophrenic group, 76 per cent 
were still incapable of conducting their 
personal and financial affairs with pru- 
dence and were classified as incompetent. 
The:rest of the schizophrenic group and 
all of the controls were considered com- 
petent. 

An interesting finding was obtained 
upon asking the subjects whether they 
preferred continuing domiciliary care or 
living outside an institution. Continuing 
institutional care was preferred by 48 
per cent of the schizophrenic group and 
by 36 per cent of the mentally well group. 











Community living was the preference of 
52 per cent of the schizophrenic subjects 
and 64 per cent of the normal subjects. 


PSYCHOLOGIC EVALUATION 


Only 4 per cent of the schizophrenic 
group could be classified as above aver- 
age in intelligence, 76 per cent were 
of average intelligence, and 20 per cent 
were below average (none was feeble- 
minded). Of the control group, 28 per 
cent were above average, 64 per cent were 
average, and only 8 per cent were below. 

More detailed clinical-psychologic tests, 
such as the Wechsler Adult Intelligence 
Scale, Rorschach, and Bender Gestalt, 
were given to a number of the subjects 
in each group. The results of these tests 
showed that (1) the intelligence quotient 
was predominantly average in the fully 
tested subjects in each group; (2) emo- 
tionally, contact with reality was far 
better preserved in the mentally well 
individuals, as expected, although they 
were somewhat limited by 
insecurity, inadequacy, and caution; and 
(3) only the oldest members of both 
groups, who were above 80, showed defi- 
nite signs of organic involvement. 


feelings of 


Graphologic analysis,* which was used 
previously by this author as a supple- 
mental method of personality determina- 
tion,* reflected and projected conscious 
and unconscious individual characteris- 
tics. Written specimens in the mentally 
well group showed dynamic rhythm, reg- 
ular distribution of pressure, and general- 
ly balanced organization of the writing, 
while the schizophrenic script showed 
disorganized rhythm, irregular pressure, 
and unbalanced organization. A signifi- 
cant difference between the handwriting 
of the two groups manifested itself in 
the characteristically individual appear- 
ance of the signature. In contrast with 
the mentally well individual, the schizo- 
phrenic subject lost identity in his sig- 
nature. 





Conclusions 
Chronic schizophrenia in individuals 
over 65 years of age retains some of its 
manifestations as seen in younger years, 
such as a tendency toward introversion. 
These manifestations are far less evident 
in paranoid types,®> which prevail over 
other forms of late schizophrenia. 

The aged schizophrenic individual 
usually has a poorer educational back- 
ground and a higher rate of alcoholism 
and celibacy than the mentally well old- 
er person. 

The older schizophrenic person has 
generally been institutionalized twice or 
three times as long as his mentally well 
counterpart without necessarily ill ef- 
fects.6 In fact, he is relatively well ad- 
justed, shows a good work record, and 
lacks neither motivation nor, to some 
degree, an interest in returning to com- 
munity living.’:§ 

Clinically, approximately half of the 
aged schizophrenic subjects displayed 
relatively mild symptoms. However, only 
half of these had subjective complaints. 

Such factors as sibling rivalry or re- 
ligious interest per se do not seem to 
play a major role in the formation of 
late schizophrenia, whereas constitution- 
al factors appear to play a moderate 
role,®1!_ as does a low intellectual en- 
dowment. 

Ego strength, personality development, 
and environmental elements, such as the 
attitude of society, economic security, 
and cultural patterns, are potent factors 
in preventing or promoting late schizo- 
phrenia.!*-16 

‘Fhe influence of an institutional en- 
vironment on an aged schizophrenic per- 
son appears to hinge on whether the 
personnel motivate or abandon him. 


Thus, depending on the attitude of the 
personnel, he can become either a more 
sociable, self-sustaining person or he can 
become increasingly dependent, which 
perpetuates his state of incompetency. 
The same appears to hold true for the 
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aged mentally well group, although to a 
lesser * degree. Contact with fellow pa- 
tients seems to be of lesser significance 
in the resocialization of the patients than 
the attitude of the supervising personnel. 

Psychologic tests disclose probable or- 
ganic brain deterioration only in the very 
old late-schizophrenic person. Analysis 
of handwriting specimens indicates a 
characteristic rhythmic imbalance and 
even a complete graphic disintegration 
in some of the schizophrenic group. 

The phenotypical similarity of the be- 
havior of aged schizophrenic persons 
and their mentally well counterparts 
should not detract from the causative 
factors of a generally diminished contact 
with reality on the part of the schizo- 
phrenic person and the increased feel- 
ings of insecurity, inadequacy, and cau- 
tion on the part of the senile person. 

Certain tests reported in the litera- 
ture,!718 indicating biochemical and 
biophysiologic peculiarities in chronic 
and late schizophrenia, could not be 
carried out in the present study. How- 
ever, these features probably do occur 
considering the biologically slowed down 
process in longstanding schizophrenia. 

The basic question of the mutual in- 
fluence of old age and the schizophrenic 
process appears to be answered as fol- 
lows: Clinically, all observations point to 
a slowing down or even to a standstill of 
the chronic deteriorating schizophrenic 
process in old age, particularly in a regu- 
lated, pleasant environment. On_ the 
other hand, the chronic schizophrenic 
process appears to accelerate the aging 
process. The latter is also subject to such 
factors as physical constitution, will 
power, and intellectual abilities. 

This study has not brought out at 
what specific age an aged schizophrenic 
person begins to show pronounced senile 
pathology or psychopathology. Further 
studies, such as which compare 
functional and organic senile psychoses, 
may tell us more about it. 


those 
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Basically, the aging schizophrenic per- 
son still shows greater or lesser remnants 
of a tendency to eliminate his fellow 
man,!® which is interpreted as an active, 
life-long mental process accompanied by 
an attempt to nullify human logic or, 
in my mind, a process of subjective and 
objective mental “excommunication.” 


Presented at the second International Congress 
for Psychiatry in Zurich, September 6, 1957. 

This paper was reviewed by the Veterans Ad- 
ministration and published with the approval 
of the Medical Director. The statements 
and conclusions made by the author are the re- 
sult of his own study and do not necessarily 
reflect the opinion or policy of the Veterans Ad- 
ministration. 


Area 
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The social worker’s service to residents 


of a home for the aged 


HAROLD J. WERSHOW 


BALTIMORE 


@ Homes for the aged are almost in- 
evitably isolated from the “outside 
world.” Their residents seem to lose con- 
tact with the rest of society. Old friends 
fall sick and die; no new contacts are 
formed; children become less concerned 
about their parents in the Home. If the 
Home is not adequate, the children, un- 
able to bear the squalor, overcrowding, 
and atmosphere of gloom, cut their visits 
down to the irreducible minimum. Even 
when the parents are living in a com- 
munal institution of high standards, the 
children are liable to be caught up in 
their own busy lives and tend to neglect 
them as they appear to be well-cared for. 
Aged parents are further isolated because 
the children usually have no place in the 
institution and are, at best, tolerated 
there. 

Unfortunately, no one in the institu- 
tion is responsible for relationships with 
the family or friends of a resident. The 
doctors and nurses have their jobs, and 
administrators do what they can to ex- 
plain and interpret institutional policy. 
But everybody is overburdened, and no- 
body is specifically concerned with those 
on the “outside,” who are too often re- 
garded as disruptive influences because 
they have no role in the organizational 
structure. 


HAROLD J. WERSHOW, who is presently a caseworker 
with the Neurology Service at the Johns Hopkins 
Hospital in Baltimore, formerly Director 
of Social Service at the Levindale Hebrew Home 
and Infirmary. 


was 





Through the help of a casework serv- 
ice in a home for the aged, family 
ties can be preserved between resi- 
dents and adult children. The social 
worker provides invaluable help 
during the admission process and 
throughout the residency, keeps the 
family as united as possible, and 
makes every effort to cooperate with 
doctors, nurses, occupational thera- 
pists, and other personnel at the in- 
stitution. 


But these “outsiders,” as the institu- 
tion may view them, are emphatically 
not strangers to its residents. They are 
children and friends who provide links 
to the past and to independent living. 
The aged residents need these ties and 
all the love, support, and concern they 
can get. Institutions should develop a 
greater concern for these outside ties, if 
only because old people who have them 
are generally happier and therefore more 
“manageable.” 

One of the essential functions of a 
social work service in an institution is 
to. preserve the ties between residents 
and their adult children. The social case- 
worker is better able to perform this 
function than anyone else among the 
professions serving older people by virtue 
of professional training which is con- 
stantly focused on treatment of the fam- 
ily as a social unit. Nowhere, to my 
knowledge, has the importance of this 
aspect of casework service for institu- 
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tional care of old people been stressed, 
and very little case material has been pub- 
lished evidencing the value of casework 
to the institution and the people it 
serves. It will be the purpose of this 
paper to demonstrate the value of such 
a service by describing the casework pro- 
gram carried out at the Levindale He- 
brew Home and Infirmary, a 230-bed 
home and hospital in Baltimore for aged 
and chronic patients. 


Medical and Rehabilitative Facilities 
Levindale, which is located in a beauti- 
ful suburban area, not only has an ex- 
cellent physical plant, but it also pro- 
vides a program which is not limited to 
mere custodial care and occasional pas- 
sive entertainments. Great effort is made 
to keep’ the residents useful and active 
to the limit of their physical and mental 
resources. ‘This emphasis on habilitation 
requires medical services of a caliber to 
have received American Hospital Asso- 
ciation accreditation, with a full-time 
medical director assisted by two full-time 
physicians and a teaching affiliation in 
the offing. 

This medical service, as will be seen 
in the case history to be presented, ac- 
tively participates in the care of every 
resident at every stage of his relationship 
to the institution. Doctors determine the 
degree of need for physical care (as well 
as diagnosing those few illnesses which 
make applicants ineligible) during the 
application process. Every new resident 
is given a thorough work-up upon ad- 
mission or, if ambulatory, during the 
waiting period before admission so that 
active therapy can be started without 
delay. Periodic reexaminations and con- 
stant, thorough, unobtrusive observation 
of the residents in their natural living 
situation provide the physician with a 
knowledge and understanding of the 
physical and mental state of each indi- 
vidual that cannot be achieved in any 
other setting. 
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The Home also provides active pro- 
grams of occupational therapy and physi- 
cal rehabilitation. Included on the staff 
is an administrator with training and 
experience in social work, and there is 
an extremely active and interested board 
and ladies’ auxiliary that provides many 
“extras,” in terms of personal interest 
and amenities of living. The casework 
service at the institution was inaugurated 
by myself in 1953. The case history pre- 
sented here is the work of a student at 
the Howard University School of Social 
Work, Mrs. George Schochet, who was 
placed at the Home for field work training 
during the academic year 1955 to 1956. 
The Admissions Process 
Application for admission of S. R., a 
74-year-old widower with three sons and 
one daughter, was initiated October 11, 
1955 by one of the sons, Robert. He told 
us that his father had been forced to 
leave the home of his daughter, with 
whom he had been living, because she 
had been getting increasingly upset and 
seemed to be verging on a mental break- 
Mr. R., who had always been a 
dependent person, first upon his wife 
and, since her death about four years 
ago, upon his daughter, Mary (and, in a 
different way, upon his son, Robert), was 


down. 


thrown into a panic by this rejection. 
He became confused and forgetful, did 
not eat, and even neglected to shave. He 
also neglected his tailor shop because he 
felt increasingly weak. He was afraid that 
he would die sometime during the night 
and that no one would have come to 
help him, since he roomed alone in the 
home of two other older people. Mr. R. 
could not move in with any of the other 
children. Robert, who had been taking 
most of the responsibility for his father, 
had two small children, with a third on 
the way, and another son, Jacob, had 
been estranged from his family for sever- 
al years. The third son, in another city, 
was a widower with minor children. 











When Mr. R. was first seen on October 
14, he was most insistent about his need 
to live at the Home and would discuss 
no other plans. However, from the be- 
ginning, the social worker was able to 
help him resume a measure of self- 
responsibility: 

When I asked him if he might like to visit 
Levindale so he could see the place, he 
wanted me to phone his son to ask Robert 
if that would be a good idea. I said that 
since he was the one who wanted to live at 
Levindale, didn’t he think he was the one 
who should see it? He agreed at once and 
said that I was right. Calling Robert is evi- 
dently his first impulse for everything. 


This affirmation of himself as a person 
was all that Mr. R. needed to pick up 
the first threads of a long submerged 
sense of self-responsibility. 

In Levindale, a lay admissions com- 
mittee of four board members meets with 
each applicant and his responsible rela- 
tives. This committee bases its decision 
for admission upon the social worker’s 
summary, the doctor’s report, and _ its 
own judgment and sets a fee with the 
family if admission is found advisable. 
The committee reports to the Board of 
Directors, which discusses and votes on 
the recommendations made by the com- 
mittee. The admissions process generally 
takes from four to six weeks. At the time 
of Mr. R’s application, there was fortu- 
nately a waiting period of not more than 
two to three months following accept- 
ance of the application. 

Mr. R. said he had known that he could 
not move in immediately, but he had thought 
that two weeks would be the longest he 
would have to wait. He again told me how 
much worse he had been feeling lately and 
how he feared he would die any time. He 
didn’t see how he could wait where he was 
living until Levindale accepted him. I shared 
with him his great concern and said I'd talk 
with his family as well as the Family Agency 
to see if there was anything we could do to 
help him during this waiting period. 











On October 18, Mr. R. came to Levindale 
for his medical entrance examination, saw 
something of the place, and remained a while 
after the lunch he had with the residents. 
I met with him later in the afternoon, and 
he said that it was a “nice place,” that he 
had been especially pleased with the medical 
set-up, and that he would like having some- 
one around to save his life if he were sick 
at night, but there were drawbacks. He had 
to think more about sharing a room, and he 
had to talk with his children again. I en- 
couraged him to discuss it with his family 
and, if he wished, to return to spend another 
day or two at Levindale before coming to a 
decision. 

The results of this visit were shared 
with Mr. R’s son, Robert. After bringing 
this case to our psychiatric consultant, 
it was felt that Mr. R. was really very 
upset and could hardly be expected to 
either choose responsibility or remain 
where he was without help. We suggest- 
ed to Robert that we meet with him and 
his father to work out some interim plan 
involving the services of the Family 
Agency. The meeting, which was held 
October 21, was usurped by Robert and 
the social worker, who more or less im- 
posed the services of the other agency on 
the father. He, in turn, found only an- 
other rejection in this interview and 
thought that Levindale was not interest- 
ed in helping him in what appeared to 
him to be a situation of dire need. There- 
fore, the social worker met with Mr. R. 
alone on October 25 for a successful in- 
terview which he used to bring the past 
and present together and to tell the so- 


He was much less panicky and had some 
feeling that Levindale was interested in 
his problem, despite the fact that it took 
time to be admitted. He also knew that 
he had immediate sources of help in his 
son Robert and the Family Agency, 
whose worker had already visited him. 
This worker was to carry major responsi- 
bility for this situation until Mr. R. was 
admitted to Levindale. 
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The social worker met Mr. R. again 
to plan for his admission and for the 
disposal of his store: 


December 20: Mary brought her father to 
Levindale today in order for him to spend 
another day there before actually moving. 
Her own mental condition was borne out in 
her desire to just drop Mr. R. and to get 
away as fast as possible. Mr. R., however, 
seemed to have mobilized himself in the past 
month, and he looked at things now with- 
out panic. He spoke about his need to close 
his tailor shop himself and about Robert’s 
help to him in this business matter. AlI- 
though there was a bed available for him 
in Levindale, it was clear that he would not 
be able to move into the Home and adjust 
to the new life unless he had shared in the 
final closing of the shop. Robert, too, felt 
that the father should play a part in the 
store’s closing. Robert asked about certain 
regulations, and, when he learned that his 
father could leave at any time to visit the 
family, he said he would want to bring him 
home sometimes overnight. He realized the 
importance of keeping up family ties. We 
both also recognized the need for not rush- 
ing Mr. R. as he moved toward the new life 
at Levindale. 

December 30: Mary, having the only avail- 
able car, was designated to bring Mr. R. the 
day he moved in. Because of her behavior 
when she brought him to visit, it was de- 
cided that a visit to Mary might not be amiss. 
Today I spent almost two hours talking with 
her at home. She understood that my visit 
today was to get to know her a little better, 
to answer any questions she might have 
about Levindale, and to plan with her for 
the day Mr. R. will be 
Home. 


moving into the 


We spoke about her father’s great desire 
to come to Levindale and about his 
worry that we wouldn’t have a room for him. 
We talked about her staying with him awhile, 
and she was extremely anxious to do this. She 
had been afraid that we might not allow her 
to do more than just leave him there. She 
also had some questions about his having 
pocket money, keeping food in his room, the 
type of bathrobe he would need, how she 
could phone him, and such. We spoke about 
visiting her father, and she wanted to do 


now 
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this often and to bring her son with her. 
The importance of their coming and of 
the whole family’s coming was discussed. The 
interview ended with some mention of the 
estranged brother, Jacob, and the lack of 
any part he played in this situation. 


Resident and Family Adjustment 


The extent to which Mr. R. and his 
daughter were able to re-establish their 
old relationship is apparent from the 
social worker’s report of January 4, 1956: 

I called the daughter who said she had 
been with her father the day before, and he 
was so happy about coming to Levindale 
next week. He had even wanted to fix lunch 
for her, something which he had not done 
in a long time. She told me that another 
grandchild had asked her son if they would 
be able to see Mr. R. after he was in Levin- 
dale, and her son had assured him that they 
could. The family seems to understand now 
that Mr. R. is not going to be “put away” 
someplace isolated from everyone, and that 
they are expected and encouraged to retain 
their ties with their father. 

Yet all was not settled between daugh- 
ter and father. After they came in on 
January 10, Mr. R. met his roommates, 
and, while they were at lunch, his daugh- 
ter unpacked his things and talked to 
the social worker: 

I wondered when she intended coming 
back to see Mr. R. She thought that she 
might perhaps drop in for just a few minutes 
that evening and that Robert would come 
on Sunday. Was no one to come between 
Tuesday and Sunday, then? She thought not. 
I wondered if this didn’t seem a long time, 
especially since she had told me that she had 
been fixing food for her father twice a week 
at home and had called him up every day. 
She said that he was happy to be here. I 
told her that even if this were true, and 
even if her father understood her not visiting 
often, as she said he had, it was still institu- 
tional and impersonal, not like his children. 
She guessed that she could ask her husband 
if they could drop by in the next day or so. 
By this time, she had come around to think- 
ing that she would visit on Sunday too and 
not let Robert be the only one. She told 
her husband about my feeling that someone 











should stop in to see her father within the 
next few days, and he immediately agreed 
that they would certainly visit the next day 
and later on in the week. 

Later, I had a visit with Mr. R. in his 
room, and he told me that everything was 
O.K. The nurse said she would give him 
some pills to sleep, and he asked me if he 
should take them. | said they gave excellent 
medical care here and whatever the nurse 
said would be all right. When he complained 
again of weakness, I said that the doctor 
would be seeing him soon, and he should tell 
the doctor about his physical trouble. I men- 
tioned that Robert had just called, and he 
beamed. I also told him that Mary would 
come to see him tomorrow, and he said, 
“Here?” with pleasure and doubt in his voice. 
I answered, “Here,” and he smiled. He seems 
to be taking things in stride. Later, as I 
walked through the lounge, I saw Mr. R. 
sitting alone, and I told him I'd stop by 
tomorrow just to see how things are going, 
although I had not planned on being here. 
Mr. R. really doesn’t know anyone at Levin- 
dale yet, except me. A little support from a 
familiar face might not be amiss at this stage. 

January 11: Mr. R. has appointments with 
the eye doctor and other specialists who 
come to Levindale. He now feels he can ask 
the nurse for anything he needs, and he said 
she has been very good to him. I feel that 
Mr. R. is using the nurse now almost as a 
substitute for Robert. 

This discussion of medical problems 
illustrates the need for continual coordi- 
nation of the activity of doctors and the 
social worker. Especially in an institu- 
tional setting, where there are represent- 
atives from many professional fields, the 
residents are not likely to clearly under- 
stand the different functions of the vari- 
ous staff members. Therefore, every ef- 
fort should be made to acquaint each 
department with the function of the 
others and to clarify this relationship as 
much as possible to the resident. 

The social worker continued to see 
Mr. R. twice a week and to keep some 
contact with his children. On January 
20, Robert talked with her and was wor- 
ried because the doctor had recommend- 





ed some minor surgery. She encouraged 
both the father and son to wait until 
Mr. R. became more acclimated to the 
place before he underwent this elective 
surgery. She also called Jacob, the es- 
tranged son, and explained that she 
wanted to be sure he knew he could visit 
any hour of the day. Jacob was obviously 
pleased with the call, and when Mr. R. 
was told of it, he beamed with pleasure, 
as this lost sheep is evidently also very 
precious to him. 

Mr. R. was beginning to have trouble 
with one of his roommates: 

February 17: Mr. R. became very upset 
and said he couldn’t live another night as he 
was, that if necessary he would leave Levin- 
dale, and that he wanted to talk to Robert 
at once. It became clear that he could not 
stay in that room any longer, and it was 
arranged to move him. We visited the new 
room together, and he seemed satisfied with 
both his roommates. I wondered if he wanted 
to talk with Robert still, and he said, “If 
you want me to.” I didn’t, but I wondered 
what he wanted. He said he didn’t, that he 
doesn’t tell his children things like this, that 
these are really Levindale problems, and he 
tells me about them. 

Over the next few weeks Mr. R. was 
beginning to feel better here, although 
he did not yet feel like “home.” He real- 
ized that even three brothers and sisters 
could not live in one room amicably, 
and, since he was living with strangers, 
it could not be expected to always work 
well. He won some candy at a bingo 
game which he wanted to share with the 
social worker, who felt that he should 
better share it with his grandchildren 
when they came to visit him the next 
week-end. Very significantly, when one 
week the weather prevented his leaving 
for a drive with the children, he said 
he would catch cold when “away from 
home” in bad weather! 

The next goal was to help Mr. R. to 
use the institution more productively 
and creatively. The social worker began 
to encourage him to participate in oc- 


Geriatrics, June 1958 = 375 

















cupational therapy, but he was not yet 
ready to do that: 

March 2: Mr. R. said he doesn’t feel too 
well. He has complained about his health 
more lately, although the doctor feels that 
he is doing quite well. I have asked Mr. R. 
if he thinks that, because he sits around so 
much more than he used to and has time on 
his hands, he just notices more how he is 
feeling. He said that this might be the case, 
yet he doesn’t think he feels strong enough 
to do anything like “work.” I wondered if 
maybe it might be an idea to try fifteen or 
twenty minutes at first, and he said that the 
next week he might do that. He wanted to 
ask Mary or Robert for their opinions. 

On March 6, the occupational thera- 
pist suggested that perhaps another resi- 
dent could bring Mr. R. to the basket 
weaving class, and Mr. R. said he would 
come with his roommate who worked in 
that group. He went to the class and 
later told the social worker that he was 
glad he had tried the “work” and that 
he hoped to return the next day but that 
he didn’t know for how long he would 
continue to go to the classes. 


March 9: Mr. R. stopped me in the hall 
to say that he had “worked” for an hour and 
a half that day and that he had enjoyed him- 
self. He planned on continuing with the 
basket weaving. In the following 


g weeks, he 
felt increasingly ill, however, and his appear- 
ances at the class were sporadic. Yesterday, 
he spoke to me about how upset he becomes 
at night when he wakes up and cannot catch 
his breath. He told me of his great fear, of 
the fact that he worries about disturbing 
others when he is having a “spell,” of the 
comfort he gets from knowing that there are 
doctors and nurses nearby, of his hopes for 
the spring when the warm weather will im- 
prove his health and he will be able to do 
more things around Levindale. 

‘The same evening, Mr. R. had an at- 
tack of coronary asthma and was put 
in an oxygen tent. He recovered in a 
week or so, but then his kidneys began 
to fail, and he lapsed into unconscious- 
ness and died a week later. 

During the twelve days of illness, the 
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daughter came often, and even his son 
Jacob came every day. Mr. R. recognized 
him several times, which was a satisfying 
experience to have at the end of his life. 
This family’s experience with the 
Home was constructive to them. Even 
Jacob, the estranged son, was now closer 
to the family as he had come to see his 
father and had had a talk with his 
brothers and sister after the funeral. 
The social worker’s efforts to help the 
family continued after the father’s death. 
She visited the daughter at her home 
where Mary talked about how her father 
had wanted to come to Levindale and 
about the happiness he had found there. 
She mentioned that she and Robert had 
felt upset because they had not heard 
from the social worker since their father’s 
death. She said that she was so glad the 
worker had come now when things had 
calmed down a bit so she could talk 
quietly with her. She added that she felt 
Robert would also feel better if he could 
talk with the social worker, and there- 
fore, he was visited the following week. 
However, during this visit, he discussed 
other problems about his relationship 
to the Home and spoke little of his feel- 
ings about his father’s stay there. 
Conclusions 
The case history presented has shown 
how the efforts of a social worker work- 
ing through a casework service at a home 
for the aged can make an experience 
with such an institution a constructive 
one for both the resident and his family. 
With the help of the social worker, fam- 
ily ties are preserved during the admis- 
sion process and throughout the entire 
residency, and, even after the children’s 
relationship with the Home is termi- 
nated, the social worker continues to 
maintain concern for them. Coordinated 
activity among social worker, doctor, 
nurse, and occupational therapist will 
contribute to the better adjustment of 
the older person to his new environment. 
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Antihypertensive therapy 


for the elderly patient 


JOHN R. BEEM, M.D., and JOHN H. MOYER, M.D. 


PHILADELPHIA 


@ Effective reduction of arterial blood 
pressure is now possible with drugs made 
available in recent years. ‘There is con- 
vincing evidence that such therapy re- 
lieves serious signs and symptoms of hy- 
pertension and prolongs life in the ma- 
lignant phase of the disease. Attempts 
to demonstrate an improvement in prog- 
nosis have been made difficult by the 
variability and chronicity of the course 
of nonaccelerated hypertension. Never- 
theless, accumulating evidence demon- 
strates the desirability of antihyperten- 
sive therapy for the patient with sus- 
tained and greatly elevated diastolic 
blood pressure. 

Doubt remains concerning the value 
and safety of blood pressure reduction 
in older people. Treatment has often 
been considered unnecessary and danger- 
ous in elderly hypertensive patients. It 
has been assumed that blood pressure 
elevation in older people is benign and 
there has been little hope that life could 
be extended by reducing the blood pres- 
sure of these patients. Concern has been 
expressed that antihypertensive therapy 
is more likely to compromise the limited 
reserves of cerebral, cardiac, and renal 
function in the elderly patient with his 
more advanced arteriosclerosis. 

A study of 443 patients was undertaken 
to determine the relative efficacy and 


JOHN R. BEEM is director of the Hypertension 
Unit and assistant professor of medicine, and 
JOHN H. MOYER is chairman of the Department of 
Medicine, Hahnemann Medical College. 
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Elderly patients, carefully selected on 
the basis of the severity of thetr dis- 
ease, may obtain relief of trouble- 
some symptoms as a result of anti- 
hypertensive therapy. However, it is 
essential that management be planned 
to meet the specific and frequently 
changing requirements of each pa- 
tient. Excesstve or untoward effects 
must be avoided or promptly and 
effectively counteracted. 


safety of antihypertensive therapy in 
elderly patients.! This series included 
346 patients under and 97 patients above 
the age of 60 years. Both age groups had 
a considerable and similar incidence ol 
congestive failure, angina pectoris, pre- 
vious cerebrovascular accidents, and fun- 
doscopic changes associated with hyper- 
tension and _ arteriosclerosis. However, 
there was a larger percentage of elderly 
patients with renal disease and electro- 
cardiographic abnormalities. ‘The two 
groups were compared and contrasted in 
terms of the blood pressure reduction 
achieved, improvement in other clinical 
manifestations of the disease, and inci- 
dence and severity of adverse reactions. 
Results of Treatment 
The mean arterial blood pressure _re- 
duction was virtually the same in both 
age groups (figure I). A reduction of 20 
mm. Hg or more was obtained in 41 
per cent of the elderly group by treat- 
ment with Rauwolfia alone and in 90 
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Rauwolfia and pentolinum. 
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Rauwolfia and mecamylamine. 


riG. 1. Mean blood pressure responsive to antihypertensive agents expressed in per cent of control. 


per cent of those patients treated with 
Rauwolfia and mecamylamine. From 
one-fourth to one-half of these patients 
became normotensive, as defined by a 
blood pressure less than 150/100 mm. 
He. 

The improvement of hypertensive 
signs and symptoms in the two groups 
was quite similar. From one-third to one- 
half of the patients benefited by improve- 
ment in headache, angina pectoris, con- 
gestive failure, reduction in pulse rate 


and cardiac enlargement, and by a 
sense of well-being. Improvement was in- 
frequently observed in the eyegrounds, 
renal function, or in the electrocardio- 
gram in older patients, perhaps as a re- 
sult of more advanced arteriosclerosis. 
The side effects attributed to drug 
therapy were similar at all ages with the 
following exceptions observed in elderly 
patients. Nasal congestion, associated 
with Rauwolfia therapy, tended to be 
slightly more pronounced, although of 
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FIG. u. Comparison of the dosage re 


no higher incidence. Palpitation, head- 
ache, and angina pectoris were some- 
what more frequent during treatment 
with hydralazine (in combination with 
Rauwolfia). It appeared that Rauwolfia 
was less capable of blocking these ad- 
verse reactions in the older age group 
with deterioration. 
Weakness and dizziness accompanying 
therapy with Rauwolfia and a ganglion 


greater vasculat 


blocking agent were slightly more com- 
mon. Nevertheless, antihypertensive ther- 
apy proved essentially as safe in these 
patients above 60 years of age as in the 
younger age group. 

It has required several years of care- 
ful study to determine the effect of anti- 
hypertensive drug therapy upon the 
prognosis of this variable and chronic 
syndrome. Without such treatment, renal 
function, as determined by glomerular 
filtration rate and renal blood flow, pro- 
gressively declined and the incidence of 
complications increased as blood pressure 
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sponse in two different patients. 


rose regardless of age.* Effective reduc- 
tion of blood pressure by these drugs 
appeared to decelerate the renal-vascular 
deterioration in patients with moderate- 
ly severe, severe, and accelerated stages 
of hypertension.* It is reasonable to ex- 
pect a similar beneficial influence upon 
other vascular beds, thereby conserving 
function in vital organs. 


Treatment Recommendations 


The preceding observations suggest that 
antihypertensive therapy may be con- 
sidered, regardless of age, in certain pa 
tients selected on the basis of considerable 
and sustained diastolic hypertension and 
evidence of progressive vascular deterio- 
ration. However, certain principles are 
essential if optimal therapeutic results 
are to be achieved and dangerous reac- 
tions to be avoided. Large individual 
differences exist in blood pressure re- 
activity and tolerance to side effects with 
most available drugs (figure II). Conse- 











TABLE 1 





PHERAPEUTIC APPROACH TO THE ELDERLY PATIENT WITH HYPERTENSION 





Severity of hypertension 


Systolic blood pressure elevation, 
diastolic blood pressure <100 
mm. Hg None 


Diastolic blood pressure 
>100 mm. Hg but <120 mm. Hg 


5 


Diastolic blood pressure 
9 
>120 mm. Hg 


Severe progressive 
hypertension 


Initial therapy 


Chlorothiazide 


Chlorothiazide+ Rauwolfia 


Chlorothiazide+Rauwolfia 


Adjunctive therapy* 


None 


Rauwolfia or 

Rauwolfia4-hydralazine 

Hydralazine or 
ganglion blocking 
agent 


Ganglion blocking agent} 





‘Adjunctive therapeutic agent to be added to regimen if initial therapeutic agent is found to be inadequate alone. 


{Must be added without delay when indicated. 


quently, an appropriate regimen must 
be designed for each patient. All effective 
antihypertensive agents have certain po- 
tentially adverse effects which must be 
guarded against or promptly and actively 
corrected as will be discussed later. 
Therapy is initiated with the less rig- 
orous drugs and, if the response is subop- 
timal within the tolerable dosage range, 
other agents are added to the regimen. 
Since each of these drugs has a different 
dosage requirement and duration of ef- 
fect, each must be carefully and indi- 
vidually applied. The more potent com- 
pounds are given in small doses, the 
amount and frequency of administration 
gradually increased until the desired ef- 
fect is achieved. This process has been 
referred to as titration and it requires 
regular and frequent observation of the 
blood pressure and other signs and symp- 
toms. To achieve maximum benefits, pe- 
riodic readjustment of dosage is neces- 
sary because of multiple influences upon 
blood pressure regulation such as changes 
in fluid and electrolyte balance, includ- 
ing diurnal or seasonal variations; en- 
vironmental stress; and the development 
of drug tolerance. The objective is to 
reduce elevated blood pressure and its 






consequences as effectively as possible, 
short of intolerable side effects or com- 
promised vital circulation, particularly 
in severe or accelerated hypertension. 

Table 1 simplifies our therapeutic pro- 
gram for the elderly patient with hyper- 
tension. The elevated systolic pressure, 
frequently observed in older patients 
with arteriosclerosis, is distinguished 
from and not treated as diastolic hyper- 
tension. 

Ordinarily, we do not use potent anti- 
hypertensive drugs in patients with se- 
vere nitrogen retention (blood urea nitro- 
gen above 60 mg. per cent), following a 
recent myocardial infarction or follow- 
ing a recent cerebrovascular accident un- 
less it becomes urgent that extremely 
elevated blood pressure be cautiously 
reduced. 

CHLOROTHIAZIDE 

Because of the many implications of the 
pathogenetic role of fluid and electro- 
lyte balance in hypertension, we have 
long sought an effective and safe means 
of enhancing the excretion of sodium, 
chloride, and water. With the synthesis 
of chlorothiazide* and the demonstration 
of saluretic and diuretic properties in lab- 
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oratory animals** and man,*-!¥ studies!#-!9 
were initiated with this compound in 
hypertension. 

Chlorothiazide when given alone is 
mildly antihypertensive in some patients. 
Elevated systolic and diastolic arterial 
pressures are both reduced and the effect 
is nonorthostatic. Chlorothiazide mark- 
edly augments the blood pressure reduc- 
tion by other agents. It increases the 
excretion of sodium, chloride, and water 
and obviates the need for a rigidly re- 
stricted sodium diet in many patients. 
This is particularly valuable in elderly 
patients who tend to eat poorly and who 
find a low salt diet most unpalatable. 
The drug has been well-tolerated and a 
relatively standardized dosage is fre- 
quently possible without the complex 
titration procedures required by rigorous 
hypotensive agents. In contrast to the 
latter, chlorothiazide ordinarily does not 
reduce blood pressure in normotensive 
subjects. 

These attributes have led us to con- 
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FIG. Wt. Chlorothiazide intensification of antihypertensive action. 


MONTHS 


sider chlorothiazide as basal therapy and 
we now administer it as the initial drug 
in previously untreated patients. Unless 
severe and rapidly progressive hyperten- 
sion is present, it is first given alone in 
a dose of 0.5 gm. twice daily. The onset 
of antihypertensive action may be ob- 
served within twelve to seventy-two 
hours and the maximum effect usually 
obtained within three to fourteen days. 
The duration of this blood pressure re- 
sponse, as judged upon withdrawal of 
therapy, is one to four days. Early or 
significant tolerance is rarely a problem 
upon continued administration for as 
long as several months. 

Some patients with mild and moderate 
degrees of hypertension have been con- 
trolled by chlorothiazide alone or in 
combination with moderate restriction 
of dietary sodium. In the others, after 
an interval of a few days to a few weeks, 
we add Rauwolfia and sometimes other 
drugs, as discussed later. Chlorothiazide 
and Rauwolfia prepare the patient for 








nr Ju 








other agents by minimizing the dosage 
and side effects of the latter. Stepwise 
addition of such drugs, when necessary, 
usually resulis in optimal blood _pres- 
sure control. Although mildly antihyper- 
tensive when given alone, chlorothiazide 
is even more impressive in its augmenta- 
tion of vasodepressor drugs such as Rau- 
wolfia, veratrum, hydralazine and gan- 
glion blocking agents (figure III). Cer- 
tain patients, resistant to previously 
available drugs, have responded well 
to the addition of chlorothiazide. When 
adding chlorothiazide to another pre- 
viously initiated drug regimen, it is 
very important to avoid excessive blood 
pressure reduction. Since patients treated 
with ganglion blockade or sympathec- 
tomy appear to be much more highly 
responsive, initial dosage of chlorothia- 
zide should be 0.125-0.25 gm. once or 
twice daily. Thereafier, this dose may be 
cautiously increased by increments of 
0.125 to 0.25 gm. at intervals of three 
to seven days, if necessary. 

When adding chlorothiazide to gang- 
lion blockade therapy (even though an 
inadequate response may have resulted 
from the latter), it appears essential to 
reduce the dose of the ganglion blocking 
agent by approximately one-half initial- 
ly, thereafter observing the patient very 
closely until retitration and final dos- 
age adjustment result in stable control 
of blood pressure. While the antihy- 
pertensive effect of chlorothiazide is 
nonpostural, ganglion blockade or sym- 
pathectomy produces an orthostatic ef- 
fect, of course, which must be carefully 
controlled, as will be outlined later. We 
have found it possible to treat most pa- 
tients with smaller doses of the previous- 
ly available hypotensive drugs. It has 
rarely been necessary to exceed a daily 
maximum of 0.25 mg. of reserpine, 100 
mg. of Rauwolfia root, 300 mg. of hy- 
dralazine, or 15 to 20 mg. of mecamyla- 
mine. 


Since chlorothiazide is saluretic and 








diuretic as well as antihypertensive in 
action, it is particularly applicable in 
those hypertensive patients complicated 
by congestive failure, fluid and electro- 
lyte retention accompanying other dis- 
orders or iatrogenically induced. The 
very notable resistance to previous anti- 
hypertensive agents in the presence of 
edema, which is particularly common 
in older patients, is readily reversed by 
diuresis. 

While chlorothiazide is relatively well- 
tolerated, a small percentage of patients 
experience anorexia, nausea, or, more 
rarely, vomiting. These gastrointestinal 
effects usually subside rapidly but may 
require reduction of the dose or tempo- 
rary discontinuation of the drug for 
twenty-four to forty-eight hours. Infre- 
quently, skin rash may occur and it ap- 
pears to clear within a few days after 
discontinuation of therapy. Muscle 
cramps and slight paresthesias sometimes 
result, but they are rarely troublesome if 
dosage and administration are properly 
adjusted. 

Although chlorothiazide characteris- 
tically increases the excretion of sodium 
and chloride most markedly, there is also 
some kaluretic action which, in certain 
patients, may result in depression ol 
serum potassium levels. In our patients, 
this has not been a serious problem; how- 
ever, it appears desirable to observe pa- 
tients for evidence of hypokalemia and, 
when indicated, to reduce the dosage or 
frequency of administration of chloro- 
thiazide and/or replace the body stores 
of potassium by liberal intake of orange 
juice or by other means. We carefully 
endeavor to avoid digitalis intoxication 
which, of course, may be _ precipitated 
by hypokalemia. 

Although it is possible that hypo- 
natremia, hypochloremia, and alkalosis 
may be precipitated by the saluretic ac- 
tion of chlorothiazide, our patients have 
rarely been so troubled. Perhaps this is 
because we usually avoid marked restric- 
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FIG. 1v. Inadequate blood pressure response to Rauwolfia and the effect of adding pentolinium by 


lilralion procedure. 


tion of salt intake and we apply great 
caution in the use of the drug in patients 
with salt-losing disorders of any type. 


RAUWOLFIA 


If the response to chlorothiazide alone is 
not optimal within a few days to a few 
weeks, depending on the urgency of the 
individual condition, we then add 200 
mg. of Rauwolfia whole root (or 8 mg. al- 
seroxylon or 0.5 mg. reserpine) daily for 
two weeks, thereafter reducing the dose 
by approximately 50 per cent. It seems 
undesirable to use larger amounts of 
Rauwolfia inasmuch as efficacy is not 
sufficiently enhanced to compensate for 
the increased side effects. There is little 
difference in blood pressure reducing 
activity between these forms of Rauwol- 
fia when used in appropriate dosage. 
Orally administered, Rauwolfia exerts 
a mild antihypertensive action which 
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may require several weeks before maxi- 
mum effect is obtained. Similarly, its 
duration of action is quite prolonged 
and the effect may be manifest for several 
weeks after discontinuation of therapy. 
lolerance to the blood pressure reducing 
effect has not presented a problem. Rau- 
wolfia decreases the pulse rate and many 
patients experience a sense of well-being 
and considerable symptomatic improve- 
ment. Headache, congestive failure, and 
cardiac dilatation may be improved. 
Angina pectoris is sometimes diminished, 
particularly if there has been a pre-exist- 
ing tachycardia. 

Rauwolfia side effects rarely have been 
serious when the drug is administered 
orally and in the dosage recommended. 
Blood pressure reduction characteristical- 
ly is not excessive and the drug is usually 
safe in patients with cardiac, renal, or 
cerebrovascular disease. Nasal stuffiness 
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ric. 


response to Rauwolfia when given alone. 


occurs frequently, although it tends 

diminish somewhat in intensity as treat- 
ment is continued. This symptom some- 
times requires the administration of anti- 
histaminics or nasal vasoconstrictor 
stances. Many patients experience more 
frequent bowel movements from stimula- 
tion of gastrointestinal motility. Appetite 
is often increased and some weight gain 
may result. Nausea, blurred vision, ede- 
ma, dizziness, unsteady gait, Parkinson- 
like syndrome, weakness, lethargy, night- 
mares and aggravation or precipitation 
of peptic ulceration occasionally occur. 
The most though relatively in- 
frequent, effect has been depression, 
often with agitation, which may culmi- 
nate in suicide. This is more apt to occur 
after prolonged administration of the 
drug and often may be preceded by a 
change in sleep pattern, agitation, or 
early morning insomia. It requires im- 
mediate withdrawal of the drug, psychi- 
atric 
cide. 


sub- 


serious, 


care, and precautions against sui- 
The incidence of this complication 
appears to be greater following the ad- 
ministration of reserpine than after the 
administration of the alseroxylon 
tion.?2° 


frac- 





v. Blood pressure response to mecamylamine in patient who previously showed an inadequate 
(Upright blood pressure.) 


HYDRALAZINE 

Some patients inadequately responsive to 
chlorothiazide and Rauwolfia benefit 
from the addition of hydralazine to the 
treatment regimen. Pretreatment with 
the former drugs is valuable because it 
serves to minimize side effects and en- 
hance the efficacy of hydralazine. Cardiac 
ouiput and splanchnic blood flow may 
be at least temporarily, in 
to hydralazine. This therapy is 
particularly applicable in those patients 
with significant renal disease in whom a 
precipitous or excessive blood pressure 
response to ganglion blockade might fur- 
ther impair kidney function. 
Hydralazine is added in an initial dose 
10 mg. four times daily. After one 
week the dose may be increased to 25 
mg. four times daily. By the titration 
process, each dose is increased 25 mg., 
usually at weekly intervals, until blood 
pressure is adequately reduced side 
become excessive. In most pa- 
tients, we arbitrarily limit the dose to a 
maximum of 400 mg. hoping to 


increased, 
response 


of 


effects 


day, 


avoid serious toxicity. 
Headache, 
pain, 


tachycardia, palpitation, 
anginal and exertional dyspnea 
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are not infrequently produced by hydra- 
lazine. Less often, nausea, vomiting, 
fever, dizziness, paresthesias, nasal con- 
gestion, rash, and edema may occur. 
\ngina pectoris, other evidence of 
serious coronary artery disease, congestive 
failure, or cerebrovascular insufficiency 
are reason for caution. Pretreatment with 
Rauwolfia in an effort 
to block the cardiac stimulation via the 
sympathetic nervous system, which has 
been attributed to hydralazine. In a few 
patients, a lupus erythematosus-like re- 


action may occur, particularly when 


is recommended 


large doses have been administered over 
a prolonged period of time. Arthropathy, 
skin eruption, fever, and a positive L. E. 
cell phenomenon may occur. These or 
related signs and symptoms indicate the 
of the 
drug. Occasionally, it is necessary to ad- 


need for immediate withdrawal 


minister adrenocortical steroids in an 
effort to reverse the process. ‘To prevent 
this desirable to 


serious toxicity, it is 


limit the dosage as previously suggested. 


GANGLION BLOCKING DRUGS 


These compounds, including hexame- 
thonium, pentolinium, chlorisondamine, 
and mecamylamine, are potent vasode- 
pressors and considerable care is required 
to avoid excessive blood pressure reduc- 
tion and to minimize side effects. ‘Their 
application is usually restricted to pa- 
tients with the more severe grades ol 
hypertension, inadequately controlled by 
the drugs previously discussed (figure IV). 
Pretreatment with chlorothiazide and 
Rauwolfia reduces the dosage require- 
ment, augments blood pressure response, 
and moderates certain of the side effects 
of ganglion blocking agents. Although 
such basal therapy is advantageous, un- 
necessary delay must be avoided in estab- 
lishing ganglion blockade in severe or 
malignant hypertension. 

initiated with the 
administration of 2.5 


Treatment may be 


oral mg. of me- 


camyline, 20 mg. of pentolinium, or 
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TABLE 2 


METHOD OF DOSE TITRATION OF 
GANGLION BLOCKING DRUGS* + 





Week 7 A.M. 12 Noon 5 P.M. 
l 1+ - 1 
2 2 . = 
5 2 z 2 
1 ? 1 2 
5 } i 3 
6 5 5 3 
7 3 6 3 
8 1 6 3 





*Progression of dosage is stopped when reduction in 
blood pressure is achieved or side effects become troubie- 
some. 


tExpressed as Units where 1 equals 2.5 mg. mecamyla 


mine, 20 mg. pentolinium or 25 mg. chlorisondamine. 


25 meg. of chlorisondamine twice daily. 
Individual titration of dosage is essential 
and may be accomplished by increasing 
the amount or frequency of administra- 
tion in a manner similar to that illus- 
trated in table 2 to a point of optimal 
blood pressure response or until limited 
by side effects. Since the antihypertensive 
action of ganglion blockade is ortho- 
static, the titration procedure should be 
guided by the blood pressure recorded 
in the upright position. Blood pressure 
may be recorded frequently at home or 
the thirty-second standing test of Smirk 
may be used to elicit orthostatic symp- 
toms. Advantage of the postural effect 
may be taken by 
elevating the head of the bed 6 to 8 
inches, if necessary, to maintain lower 
arterial pressures nocturnally. Periodic 


on blood pressure 


readjustment of dosage is essential be- 
cause of the changes in reactivity which 
occur in the patient from time to time. 
Edema and various forms of stress (figure 
V) often decrease responsiveness to gang- 
lion blocking agents. Depletion of body 
stores of fluid and electrolytes may great- 
ly intensify the blood pressure reduction. 
The addition of chlorothiazide augments 
the blood pressure response in patients 












































month, expressed in per cent of control. 


who are already receiving effective doses 
of ganglion blocking agents, and it is 
necessary to reduce the dose of the latter 
by one-half or more. 

Excessive blood pressure reduction 
must be carefully avoided, especially in 
the presence of severe renal disease (fig- 
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ric. vi. Effect of marked reduction in blood pressure with mecamylamine given orally for one 


ures VI and VII) and impaired coronary 
or cerebral circulation. Regrettably, some 
patients do not present themselves for 
treatment prior to the progression of 
renal-vascular deterioration with marked 
nitrogen retention. In these patients, a 
reduction of blood pressure may decrease 
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FIG. vil. Effect of upright position on renal function and blood pressure as compared to control 
supine function in patient obtaining pronounced orthostatic effect on blood pressure after one 


month of mecamylamine therapy. 


further the renal blood flow and glo- 
merular filtration rate and increase nitro- 
gen retention. Therefore, vigorous anti- 
hypertensive therapy may be contraindi- 
cated or promptly terminated if further 
impairment of renal function occurs. 
While sharp reduction of blood pressure 
represents a potential factor in the pro- 
duction of cerebral ischemia, and ortho- 
static dizziness or faintness occur fre- 
quently, most cerebrovascular accidents 
during antihypertensive therapy are as- 
sociated with a sudden rise in blood pres- 
sure rather than with hypotension. The 
recumbent posture may be used to com- 
bat excessive blood pressure fall (figure 
VIII). Pressor amines may be adminis- 
tered, if necessary, but ganglion blocked 
patients may respond excessively; there- 
fore, small doses and great caution are 
required. 

The patient must be regularly and 
frequently observed to avoid or prompt- 
ly correct troublesome or dangerous side 
effects. It him 


is essential to forewarn 
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and outline the manner of reporting 
and handling each adverse effect by dos- 
age adjustment or counteracting meas- 
ures. 

Dryness of the mouth, impaired visual 
accommodation, photophobia, gastroin- 
testinal atony, impotence, difficult mic- 
turition, increased sensitivity to cold, 
and susceptibility to heat stroke may oc- 
cur. On occasion, the of hexame- 
thonium has been associated with inter- 
stitial pneumonitis and mecamylamine 
with a coarse tremor and psychosis which 
are more apt to occur in the presence ol 
uremia or severe cerebrovascular disease 


use 


and excessive dosage. Dryness of the 
mouth may require pilocarpine nitrate, 
2.5 to 5 mg. orally, one to four times 
daily. Visual accommodation may be im- 
proved by reading glasses or pilocarpine. 
Dark glasses are useful when photopho- 
bia is present. Gastrointestinal atony 
first manifests itself as constipation, 
which may occur promptly on the initia- 
tion of therapy. Indeed, it may be most 











severe during the early stage of therapy. 
It is essential that it be vigorously treated 
from the outset by laxatives, such as 
30 cc. of milk of magnesia or 10 to 15 
cc. of cascara sagrata alone or in com- 
bination, if necessary. Neostigmine, 15 to 
30 mg., or bethanecol chloride, 5 to 20 
mg. orally, before each meal, may be re- 
quired in some patients. In others, how- 
ever, they may cause severe abdominal 
cramps. Trial and error are necessary in 
determining the best manner of handling 
this problem in each patient. Unless con- 
stipation is promptly corrected and a 
daily bowel movement maintained, par- 
alytic ileus may result. If this occurs, the 
patient must be hospitalized immediate- 


ly and neostigmine given, | mg., intra- 
muscularly every hour until a_ bowel 


movement occurs and ileus is relieved. 

Although ganglion blocking agents re- 
quire great care in their application, they 
are valuable in controlling severe and 
malignant hypertension. Their efficacy is 
enhanced and their adverse reactions 
moderated by basal therapy with chloro- 
thiazide and Rauwolfia. 


Conclusions 
A comparative study of antihypertensive 
therapy in patients above and below 60 
years of age has indicated that treatment 
carefully applied in selected patients may 
be about equally well-tolerated in both 
age groups. Similar blood pressure re- 
duction and improvement in signs and 
symptoms of hypertensive cardiovascular 
disease may be obtained in both 
groups. It appears that such therapy may 
be indicated in certain elderly patients 
with severe and sustained diastolic hy- 
pertension, troublesome symptoms re- 
lated thereto and evidence of progressive 
vascular deterioration. Basal treatment 


age 


with chlorothiazide and the stepwise ad- 
dition of Rauwolfia, hydralazine, or a 
ganglion blocking drug, where indicated, 
is an effective antihypertensive regimen 
applicable to all age groups. 





From the Hypertension Unit, Department of 
Medicine, Hahnemann Medical College and Hos- 
pital, Philadelphia, Pennsylvania. 

The various products used in this study were 
kindly supplied by the following pharmaceutical 
companies: Rauwolfia root (Raudixin) by Squibb 
Institute for Therapeutic Research; alseroxylin 
(Rauwiloid) by Riker Laboratories Incorporated; 
reserpine (Roxinoid), mecamylamine (Inversine), 
bethanecol chloride (Urecholine chloride), and 
chlorothiazide (Diuril) by Merck Sharp & Dohme 
Research Laboratories; hydralazine (Apresoline) 
and chlorisondamine (Ecolid) by Ciba Pharma 
ceutical Inc.; pentolinium tartrate 
(Ansolysen) and pilocarpine nitrate by Wyeth 
Laboratories; and neostigmine (Prostigmin) by 
Roche Laboratories. 

Credit is given to the A.M.A. Archives of In- 
ternal Medicine for use of figure II and figures 
IV through VIII, and to the Annals of the New 
York Academy of Science for figure III. 
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A srupy OF 561 MEDICAL STUDENTS at Johns Hopkins Hospital in Balti- 
more revealed that coronary artery disease had occurred three times 
as often among fathers of young men with high cholesterol blood levels 
as it had among fathers of young men with lower levels. The study 
also showed that heart disease or high blood pressure was 2.7 times 
as common among sons of parents who had suffered cardiovascular 
illness than among those whose parents were free of heart disease. 

According to the researchers, the factors that figure in susceptibility 
to heart disease include a family history of coronary illness and such 
individual ciaaracteristics as high cholesterol levels, excess weight, ab- 
normal pulse rate, hypersensitivity to heat and cold, and certain mental 
traits. Excess cholesterol is the most closely linked with hereditary 
predisposition. 


Cc. B. THOMAS: Characteristics of the individual as guideposts to the prevention of 
heart disease. Ann. Int. Med. 47: 389-401, 1957. 


GOOD NUTRITION apparently requires increased intake of one or more 
basic amino acids after middle age. When 5 healthy men between the 
ages of 52 and 68 were given the standard ration for young men and 
women, excretion of nitrogen invariably exceeded amounts eaten. 
The control diet furnished 7 gm. of nitrogen daily in 43.7 gm. of 
natural food protein and sources, with enough calories in each case 
to prevent change in weight. While the same nitrogen ration was 
supplied only as essential purified amino acids, in proportions found 
in egg protein, nitrogen balance became negative within twenty-four 
hours. Equilibrium was restored by return to ordinary meals. Nitro- 
gen supplied as egg protein, which is known to be of excellent quality, 
in amounts comparable to the essential amino acids and a sparing 
glycine supplement also produced a negative nitrogen balance. 
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Aging and the cutaneous system 





CARROLL F. BURGOON, JR., M.D., 
and JANE S. BURGOON, M.D. 


PHILADELPHIA 


@ Just as infants and children present 
special problems in diagnosis and treat- 
ment of diseases affecting the cutaneous 
system, so does the age group at the op- 
posite end of the temporal spectrum. 
Although many skin diseases are com- 
mon to all ages, the older patient is 
especially liable to certain conditions. It 
is our purpose to call attention to these 
skin problems of older patients insofar 
as management and diagnosis are con- 
cerned. 

Factors Controlling Aging of Skin 
A number of changes occur in the cu- 
taneous system in aged individuals which 
do not appear in normal, healthy, young 
skin, yet they must be considered physi- 
ologic since they appear as a normal con- 
sequence of aging. Although it is gener- 
ally established that a person’s age may 
be estimated by the morphologic changes 
apparent in his skin, the physician is 
well aware that, in many instances, this 
is not a valid yardstick, for age alone 
does not determine the person’s mor- 
phologic appearance. This being the 
case, what known factors do control 
aging of the skin? 

Hereditary factors greatly affect the 
rapidity with which evidence of age ap- 
pears in the skin. There is at least one 
cutaneous disease, xeroderma pigmen- 
tosum, in which the genetic pattern has 


CARROLL F. BURGOON is professor, Section of Der- 
matology, Department of Internal Medicine, 
Hahnemann Medical College. JANE S$. BURGOON 
serves on the staff of the Children’s Hospital of 
Philadelphia. 


The growing segment of the popula- 
tion over age 65 creates a problem in 
diagnosis and management of the 
aging cutaneous system. Anatomic 
and physiologic changes associated 
with the aging skin and the results of 
these changes on the appearance of 
the skin are discussed as well as diag- 
nosis and treatment of common cos- 
metologic and pathologic problems. 


been established. In this disease, atrophic 
changes, keratoses, and carcinoma, 
usually associated with senility, are seen 
during childhood. There are no docu- 
mentary studies associated with prema- 
ture aging of the skin, yet every physi- 
cian is familiar with certain families who 
seem to age early and others who retain 
a rosy complexion, hair pigment, and an 
elastic skin well into senescence. 

Environmental factors are important 
in determining the incidence of senile 
changes and malignancies in the skin. 
Probably the most important and best 
established offender is prolonged expo- 
sure to sunlight. The premature aging 
of the skin wrought on those persons 
employed out of doors is often described 
as “‘farmer’s” or “‘sailor’s” skin. The fact 
that the incidence of carcinoma on the 
covered areas of the skin is the same for 
females and males, while the incidence 
on uncovered areas of skin is 73 per cent 
in males versus 27 per cent in females, 
further emphasizes the importance of 
this factor,} 
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Physiologic Changes 








L 
FIG. 1. Diagrammatic sketch comparing the normal 
individual (right). 


Although the significance of endo- 
crinologic factors in the morphologic 
changes of aging is not clearly established, 
yet, by inference, they probably play an 
important role. The only clinical study 
to strengthen this hypothesis is the work 
demonstrating that local application of 
estrogen or androgen causes histologic 
reversal of senile changes. Clinical ob- 
servations in patients with disease of the 
pituitary body (pituitary dwarfism, Sim- 
monds’ disease) also suggest that its nor- 
mal function may influence the integrity 
of the skin. 


Changes Peculiar to the Aging 
There are a number of anatomic and 
physiologic changes in the skin which 
are peculiar to this age group (figure I). 
A complete understanding of these is 
germane to proper care of the aged skin. 

The scaling of the skin, so obvious 
clinically in the aged, is a process which 
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Associated With Aging 
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skin of a young person (left) with that of an old 


goes on continually and invisibly in the 
young. In part, this visible and invisible 
scale is the responsibility of the stratum 
granulosum and stratum corneum. Thin- 
ning of the epidermis suggests dimi.. 
ished metabolic activity, yet when the 
number of mitotic figures is counted— 
at least in ‘the abdominal skin—there is 
a consistent increase in number with ad- 
vancing age.” It should be noted that a 
contributory factor to the dryness ‘s 
diminished sebaceous activity and dimin- 
ished hydration of the horny layer. Little 
is known about the actual mechanism of 
keratin formation, but thinning of the 
epidermis, diminished thickness of the 
horny layer, and increased metabolic rate 
suggest that a dysfunction of keratin 
formation is the cause. The sum total of 
this deranged epithelial cell effort is a 
dry, scaly skin which has a more visible 
scale than usual and which chaps and 
fissures easily. 





le 








Thinning of the epidermis is not con- 
stant anatomically, as several studies 
have shown. There is a significant re- 
gional variation with a decrease in the 
number of epithelial cells in the skin of 
the face, while the extremities show an 
increase in cells. The most constant 
change in the epidermis on exposed or 
unexposed surfaces is a change in the 
pattern of rete pegs. The netlike appear- 
ance in youth is supplanted by thin, flat 
sheets of epidermis which show micro- 

opically a relative absence of rete pegs.* 

All of the dermal appendages show 
decreased activity in old age. Baldness is 
associated with advancing age, but there 
are so many factors involved in the pro- 
duction of alopecia and our knowledge 
is sO meager as far as aging is concerned, 
that any discussion is useless. Loss of pig- 
mentation of the hair is not uncommon- 
ly associated with aging, but those hairs 
which retain their pigment usually be- 
come darker in color. The cause for the 
depigmentation, or graying, is unknown. 
Sebaceous activity is supposed to di- 
minish during senescence; however, in 
a study involving the skin of the fore- 
head, no decrease in lipid secretion was 
demonstrable up to age 70. Further 
studies for lipid secretion need to be 
done in additional areas.* Apocrine sweat 
glands function less actively and atrophy 
at the menopause while the eccrine sweat 
glands suffer variable reduction of func- 

on. In some individuals, adenomatoid 
tumors of the sebaceous glands appear 
on the face as a result of sebaceous gland 
hypertrophy. The hard keratin forma- 
tion of nails is affected by aging and 
shows striations, peeling, and brittleness. 

The striking loss of elasticity in the 
aged skin is the culmination of a com- 
bination of events. There is a decrease in 
the thickness of the corium, together 
with changes in the fibrous connective 
tissue, elastin, and in the ground sub- 
stance of the corium. It was originally 
thought that this decveased elasticity was 





caused by elastin degeneration, but this 
is now known to be false. The decrease 
is partly due to changes in fibrous con- 
nective tissue, but due chiefly to altered 
hydration of the dermis. The histologic 
changes in exposed skin which have been 
described as “senile elastosis’’ are the re- 
sult of changes of the collagen fibers and 
the ground substance.® 

There is a variable decrease in sub- 
cutaneous tissue observed in the older 
individual. This decrease not only ren- 
ders the skin more vulnerable to trauma, 
but contributes to loss of elasticity and 
increased permeability. This latter ob- 
servation is apparently associated with 
the looseness of the subcutaneous, areo- 
lar, and elastic tissues and loss of sub- 
cutaneous fat.& 7 

The rosy, translucent, elastic skin of 
the young is supplanted by a yellowish- 
tan, Opaque, nonelastic fabric with 
brownish, pigmented spots in the aged. 
The tannish yellowing is seen in asso- 
ciation with ‘“‘senile elastosis’” and is the 
result of changes in the corium. On the 
other hand, “freckles” and “liver spots” 
represent true dysfunction of the melan- 
ocyte. The patchy, disorderly production 
of melanin, particularly in exposed areas, 
although in keeping with other degen- 
erative changes of the skin, has not been 
explained. Color changes in the lower 
portions of the extremities from arterio- 
sclerotic peripheral vascular disease and 
accumulation of hemosiderin following 
repeated breakdown of vascular barriers 
are common. 


Cosmetologic (Benign) Entities 
The effects of age on the appearance of 
the skin are quite striking. The changes 
are usually accepted as one of the pecu- 
liarities of increased age, and no attempt 
is made to alter the ravage of time. 
Broadly speaking, the changes may be 
divided into those which are purely cos- 
metologic and benign and those which 
are pathologic. In this former group 
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Effect of 


Growth of coarse hairs 
in eyebrows, ears, 
nasal orifices 





New growths 
(exposed areas) 





Scaling and dryness 





Prominent blood vessels 





Brittle nails 





may be included wrinkling, liver spots, 


freckles, some benign new growths, loss 
of elasticity, prominent blood vessels, 
and hair loss (figure II). Not only are 


these important to those individuals who 
appear in public and therefore want to 
remove the but also to 


the clinician because their morphology 


stigmata of age, 


may suggest a pathologic process. 
Before various entities 
of clinical significance, we to em- 
phasize the importance of taking a biopsy 
specimen and the simplicity with which 
this can be accomplished as an office pro- 


discussing the 
wish 


cedure. By infiltration with a local anes- 
thetic and use of a 2- to 6-mm. punch, a 
Sutur- 


excision area is not essential, 


lesion can be removed with ease. 
ing of the 
better cosmetic result. 
spots and freckles. 


patchy, pigmented areas on exposed sur- 


but will give a 


Liver These are 


faces such as the dorsa of hands, fore- 
arms, and face. They measure from a few 
millimeters to several centimeters and 


all are another characteristic of the aging 
integument. The fault lies with the mela- 
nocytes which, apparently because of the 
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ric. UW. Distribution of the changes of the skin in senescence. 


ravage of environmental factors, can no 
longer deposit melanin granules in an 
orderly fashion. ‘These brownish-black 
spots appear in a high percentage of the 
aged and can de differentiated from true 
freckling by the age of the patient at 
onset. 

New growths. Of the group of benign 
tumors which are particularly common 
old skin, there are senile ectasia 
(senile hemangiomata), venous lakes, se- 
nile sebaceous adenomata, seborrheic ker- 
and acrochordon. It 
distinguish 


on the 


is most im- 
some of these 
lesions from lesions which are morpho- 
logically similar but which are patholo- 
gic. 

Senile These lesions, which 
are composed of dilated capillaries, are 
slightly raised, erythematous papules 
varying in size from 2 to 5 mm. They 
are usually seen on the trunk and are 
usually multiple (figure III). They are 
easily recognized and are important only 
because of their cosmetic appearance. 
They can be simply removed without 
scarring by light electrodesiccation. 


atoses, 


portant to 


ectasias. 











FIG. m1. Scattered senile 


eclasias. 


Venous lakes. These are gray to black 
colored papules, single or multiple, 
usually on the exposed areas of the face, 
ears, and neck. These lesions are signifi- 
cant because, when single, they may re- 
semble a pigmented basal-cell carcinoma. 
The color of the lesion can usually be 
blanched with sustained pressure with a 
slide. Should a problem in differential 
diagnosis arise, a simple punch biopsy 
will reveal the thin-walled venous com- 
ponent.!? 

Senile sebaceous adenomata. These 
slightly yellowish, flat, or umbilicated 
papules measuring 2 to 5 millimeters in 
diameter, appear most frequently on the 
forehead and cheeks (figure IV). When 
appearing singly, they superficially re- 
semble basal-cell epithelioma. ‘These tu- 
mors, which are formed by groups of 
hypertrophied sebaceous glands, have no 
pathologic importance. 

Seborrheic keratoses. These lesions are 
covered by a yellowish brown to black, 
greasy, hyperkeratotic, verruciform  sur- 
face (figure V). They vary in size from 
a few millimeters to several centimeters 
and may occur anywhere on the skin, 
although most commonly on the trunk. 





FIG. Iv. Senile sebaceous 





FIG. Vv. Seborrheic keratoses. 


adenoma, 


When they are black in color, they may 
cause some confusion in diagnosis, al- 
though their importance is generally a 
cosmetic one. ‘These superficial growths 
can be easily removed without scarring 
by curettage and light electrodesiccation, 
using local anesthesia. This is not a good 
method when many lesions are present, 
however. Under these circumstances, 
water soluble vitamin A in large doses 
of 50,000 to 100,000 units per day for 
eight to ten weeks will frequently pro- 
duce a dramatic decrease in number and 
size. 

Acrochordon. These “skin tags’ or 
papillomata are soft, pedunculated, flesh- 
colored or brownish papules. ‘They ap- 
pear most commonly on the lateral and 
anterior portions of the neck, in the 
axillary areas, and vary from a few to 
many. They have no pathologic impor- 
tance but can be removed easily without 
anesthesia by lightly touching the base 
of the lesion with the desiccating needle 
of the electrosurgical unit. The lesion 
may then be snipped off with an iris 
scissors or allowed to fall off spontaneous- 
ly in a few days. This method of re- 
moval should not result in any scarring. 
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FIG. vi. Basal-cell carcinoma in 75-year- 
old female. 


FIG. vu. (Left) Squamous 
cell epithelioma on back of 
ear in 72-year-old male, 
treated electrosurgically. 
(Right) Same area five years 


later, no metastases. 


FIG. vi. Carcinoma of lip in 62-year 
old white male. 
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FIG. IX. Carcinoma in situ 
on shoulder of 58-year-old 


male. 


FIG. X. Farmer-sailor skin with 


senile, actinic keratoses. 





FIG. x1. Leukoplakia of 
longue in 58-year-old male. 
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Cancerous and Precancerous Growths 


In addition to the benign growths ol 
cosmetic importance, there are a group 
of neoplastic and precancerous growths 
common on the skin and 
mucous membranes. In this group, we 


which are 
will consider basal- and squamous-cell 
epitheliomata; keratoacanthoma, because 
ii simulates squamous-cell carcinoma; 
carcinoma in situ; senile keratoses; and 
leukoplakia. The relation of 
of skin and age to carcinoma has been 


exposure 


indisputably proved. An interesting and 
unexplained fact in relation to this phe- 
nomenon is that, although the skin is 
generally atrophic, a high index of 
mitotic been 
be that the effect of chronic 


observed. It 
ultra- 
violet’ exposure over the years triggers 
metabolic breakthrough in these cells 
that have an increased metabolic rate. 


activity has 


may 


Basal-cell epitheliomata. These are 
characterized by the appearance, pre- 
dominantly on the exposed surface of 
the face, of a small, pearly papule which 
slowly increases in size, develops a cen- 
tral dell, and_ bleeds 
easily trauma (figure VI). 
Although this type of tumor is locally 
destructive and may produce great local 
the 
lesion is small, an excision biopsy is indi- 
cated. In the case of larger lesions, a punch 


becomes crusted, 


with slight 


damage, it rarely metastasizes. If 


biopsy may be done to establish the di- 
agnosis and the tumor subsequently re- 
moved by excision and grafting, electro 
surgicaly or radiologically. In the hands 
of an expert, each method is equally 
good and, if individualized according to 
and the thera- 
peutic and cosmetic result may be an- 


age, location, size, best 
ticipated. 

Squamous-cell epitheliomata. These 
much less characteristic 
appearance than do the 
basal-cell variants of skin cancer (figures 
VII and VIII). They occur most fre- 
quently on the exposed skin surface of 


lesions have a 
morphologic 
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men, but with equal frequency on the 
unexposed surfaces of men and women. 
\lthough the incidence of metastasis has 
appeared to be relatively high, a recent 
follow-up study of 415 patients for a 
period of five years showed it to be less 
than 3 per cent.? Taking this fact into 
account, the treatment is the same as for 
basal-cell carcinoma. 

Keratoacanthoma. This is a distinct, 
rapidly-growing, doughnut-shaped tumor 
with a pearly border and a large central 
crater filled with keratinous debris. It 
appears on exposed surfaces, varies in 
5 centimeters, and simu- 
lates carcinoma. Unless the microscopist 
is aware of this entity, the histologic pic- 
ture may lead to an erroneous diagnosis 
of grade I, squamous-cell carcinoma, with 
a different prognosis. Keratoacanthoma 
may be easily removed by simple ex- 


size from | to 


cision or curettage with local anesthesia. 

Carcinoma in situ. These lesions are 
represented by well-defined erythema- 
tous, scaly patches, with or without cen- 
tral clearing and with an occasional fine, 
pearly, wirelike border (figure IX). ‘They 
are often multiple on the trunk. Pro- 
gressing slowly over a period of years, 
they ultimately produce ulcers within the 
lesion, and invade locally. These patches 
must be differentiated from psoriasis and 
tinea corporis which they sometimes re- 
semble. ‘This type of lesion is character- 
ized histologically by cellular changes 
which are frankly neoplastic but which 
remain localized to the epithelial layer. 
Supersoft x-rays (half value layer 0.030 
mm. Al) produce excellent therapeutic 
and cosmetic results. 

Senile These are keratotic 
lesions originating in the epidermis of 
the exposed skin of old individuals. ‘They 


keratoses. 


are slightly elevated, irregular in shape, 
and covered by an adherent tannish-gray 
scale (figure X). The surrounding skin 
frequently shows gross and microscopic 
senile degeneration. A cutaneous horn is 
a variant in which the keratin remains 











FIG. Xl. Chronic arterial insufficiency with thick- 
ening and distortion of nails, atrophic skin, and 
loss of subcutaneous tissue in 85-year-old male. 


adherent and forms a horny projection. 
These lesions are considered precancer- 
ous, for, if they are not removed, approxi- 
mately 10 to 20 per cent will develop 
into squamous-cell epithelioma. Appear- 
ance of erythema at the base of the lesion 
is clinical evidence that dyskeratotic 
changes have occurred histologically. A 
biopsy excision or biopsy and _ electro- 
surgical removal with curettage, depend- 
ing upon the size of the lesion, are ade- 
quate therapy. 

Leukoplakia. This lesion is a mucous 
membrane variant of cutaneous senile 
keratosis. It is characterized by whitish 
patches and plaques on the buccal, la- 
bial, and gingival mucosa and occasion- 
ally on the genital mucosa (figure X1). 
With the passage of time, the flat patches 
become progressively thicker and plaque- 
like and develop into squamous-cell car- 
cinoma. The lesion may be confused with 
oral lichen planus although, in the typi- 
cal case, the lacy appearance of the mu- 
cosal changes is characteristic. Since irri- 
tants are known to produce these mu- 
cous-membrane changes, dental irritants 
and smoking should be eliminated. In the 
early lesions, a conservative approach 
with elimination of irritants and buccal 
vitamin A wafers dissolved in the mouth 


(150,000 units twice a day) is worthy of 


trial.? In thickened plaques, biopsy and 
appropriate electrosurgical intervention 
are indicated. 






Vascular Changes 
Disturbed peripheral vascular circulation 
is responsible for certain changes in the 
skin and dermal appendages which 
should be mentioned briefly. Color 
changes, atrophy of skin, loss of sub- 
cutaneous tissue, and distortion of nails 
are observed especially on the lower por- 
tion of the legs. The diminished vascular 
response is due to several factors, the 
most important of which are arterio- 
sclerosis, increased capillary fragility, and 
a loss of arteriovenous anastamoses in 
the skin of individuals over 60.1° 

Chronic arterial insufficiency, particu- 
larly, produces thickening and distortion 
of the toe nails (figure XII). Brittleness, 
ridging, and peeling of the nails are 
usually observed in older people as a re- 
sult of disturbed keratin formation. ‘The 
diminished oxygen tension results in thick 
callosities over weightbearing surfaces. 

Fragility of vessels is associated with 
spontaneous petechial hemorrhage in the 
lower extremities. This may be related 
to hypertension, arteriosclerosis, or dia- 
betes mellitus. Large, purplish, ecchy- 
motic lesions are another manifestation 
of the increased vascular permeability. 
These lesions are seen most commonly 
on the dorsa of the upper extremities 
and may be produced by slight trauma. 
Obviously, primary causes for an in- 
creased bleeding tendency should be 
investigated. In the absence of any ini- 
tiating cause other than aging, the bio- 
flavinoids can objectively (“Gothlin test’) 
diminish the tendency for an increased 
capillary fragility. 

Pruritus 
The skin of old individuals reacts dif- 
ferently than does the skin of younger 
persons. It does not respond so violently 
to contact allergens, nor does it heal so 
rapidly. It also responds differently to 
some topically applied medications 
which are well tolerated by a young skin. 
Chronic severe pruritus is a common 
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disturbing complaint in old persons. Al- 
though the exact mechanism of pruritus 
is not well understood, the symptoms 
appear to be the result of atrophic and 
degenerative changes in the skin. In our 
experience in a home for the aged, gen- 
eralized pruritus occurs most often dur- 
ing the cool months. This phenomenon 
is probably caused by a combination of 
factors, including disturbance of keratin 
production with dryness and scaliness, 
diminished sebaceous activity accom- 
panied by diminished function produced 
by a lowered environmental temperature, 
dehydration low atmos- 
pheric humidity, and, finally, defatting 
of the skin by frequent soapy baths. The 
best therapeutic approach is one which 
hydrates and lubricates the skin. This 
can be‘accomplished by soaking in a tub 
of tepid water for five to ten minutes 
once or twice a day followed by applica- 


secondary to 


tion of a greasy ointment such as petro- 
latum. The time-honored use of calamine 
lotion containing phenol does not re- 
lieve the patient, and, because of its 
tendency to further dry the skin, may 
produce a dermatitic Oil-in- 
water ointment bases, such as_ hydro- 
philic ointment USP XV, are poor lubri- 
cants and tend to have a drying effect. 


reaction. 


In the elderly patient with pruritus, 
systemic disease, such as diabetes melli- 
tus, the lymphomas, and chronic renal 
and liver disease, and emotional changes 
with or without 


evidences of cerebral 


arteriosclerosis should be considered as 
possible contributing factors. 

We frequently see a nondescript, ec- 
zematous eruption on the lower portion 
of the legs and ankles of aged pa- 
tients. Most of these patients start with 
itching on the lower portion of the legs 
associated with dryness or an erythema- 
tous reaction on the skin. A host of local 
applications is used, with the total spell- 
ing an increased dermatitic reaction 
which becomes eczematized, all the while 
involving a larger area. The edema ac- 
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companying the reaction impairs fur- 
ther the diminished supply of oxygen to 
the skin and superficial erosion occurs, 
leading to secondary bacterial invasion. 
An “id” reaction may occur on the dorsa 
of hands and wrists, and, in the uncared- 
for patient, a generalized dermatitis ap- 
pears. This reaction pattern has been 
attributed to hypoproteinemia, but we 
feel this is only a secondary factor which 
is more important in the reparative proc- 
ess. In treating this problem, secondary 
bacterial invaders are eliminated by an 
appropriate broad-spectrum antibacterial 
agent. An effective bland paste can be 
made up as follows: 


Vioform 2.0 
Burow’s solution 10.0 
Hydrophilic petrolatum USP XV 30.0 
Lassar’s paste to make 100.00 


This may be removed by gently cleansing 
with olive oil on cotton. 


Commissural Dermatitis 
Commissural dermatitis, a dermatitic re- 
action at the corners of the mouth, is a 
common problem in elderly people. It 
has been thought that the erythema, 
scaling, and fissuring were manifesta- 
tions of riboflavin deficiency, but, even 
with massive doses of riboflavin and other 
components of the B complex, the der- 
matitis persists. Although this type of 
dermatitis stems from a nutritional de- 
ficiency, the problem we are considering 
is not nutritional, but occurs as a result 
of anatomic changes in the aged. Inade- 
quately compensated edentia, loss of elas- 
ticity, and loss of tone of buccal muscu- 
lature are the anatomic changes which 
produce a fold at the corner of the 
mouth. In the presence of moisture, the 
two opposing skin surfaces become irri- 
tated, and an intertriginous dermatitis 
is produced. A seborrheic diathesis may 
also increase the propensity of certain 
old codgers to manifest this type of der- 
matitis. Once the inflammatory reaction 
is initiated, yeast and bacteria are super- 
imposed. Treatment lies in the restora- 











tion of the anatomic defect by adequate 





dental prosthesis. In most instances, 
treatment designed to eradicate the spe- 
cific infection (Mycostatin ointment for 


yeast, Tetracycline for bacteria) will im- 





prove the condition. In cases with a seb- 
orrheic element, a corticosteroid cream 
will result in dramatic improvement. 
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in the older patient 


Common digestive problems 


CHARLES M. THOMPSON, M.D., and 
JOSEPH M. GAMBESCTIA, M.D. 


PHILADELPHIA 


@ Possibly more than any other area ol 
clinical medicine, clinical gastroenterol- 
the value of careful 
history taking. The frequent paucity of 


ogy demonstrates 
physical findings with advanced disease 
is a grim reminder of this necessity. ‘The 
problem becomes compounded in _ the 
elderly because of (1) the frequent oc- 
currence of concomitant disease and 
(2) the frequent atypicality of illnesses in 
the aged which results from either actual 
changes in the pattern of disease or the 
change in appreciation of symptoms that 
may accompany increasing age. 

The management of digestive prob- 
lems in the older patient is generally 
the 
middle-aged adult. However, 
differences that con- 
sideration and emphasis. A fundamental 


similar to their management in 
young o1 
there are deserve 
reason for the concept and the category 
of geriatric medicine might be found in 
a recognition of these differences. The 
older patient has the same diseases, but 
he may have different symptoms arising 
from them. He has other gastrointestinal 
disease more common to his age group 
because of advancing years. He responds 
differently to pain and often differently 
to other symptoms of critical nature. His 
response to drug therapy and the other 
disciplines of management may be so 
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This paper crystallizes some expey- 
iences in the older patient with the 
commoner, nonmalignant, digestive 
diseases, such as pulsion esophageal 
diverticulosis, hiatus hernia, peptic 
ulcer, cholelithiasis, and diverticulo- 
sis coli. The gastrointestinal symp- 
toms of various brain syndromes are 
presented, and some points in thera- 
peutics. 

The symptoms of diseases in the 
older age group are similar, although 
frequently present in a less charac- 
teristic manner, than those ordinarily 
encountered in the younger type. 
This is due chiefly to changes in pain 


perception as well as local factors. 


different as to require modification of 
the traditional principles of manage- 
ment. 

On the other hand, although atypical 
symptom patterns are frequent in the 
aged, they usually exhibit enough simi- 
larity so that a reasonable approach is 
maintained. While the various function- 
al enterocolonopathies are frequently 
met in younger persons, one should bear 
in mind that such functional problems 
usually do not have their onset late in 
life. An elderly patient with functional 
gastrointestinal disease is the end result 
of a young patient with this functional 
disorder. 

Thus, in evaluating critical symptom- 
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atology in the aged, in addition to such 
symptoms as nocturnal pain, dysphagia, 
and bleeding, the recent onset of a symp- 
tom or the change, no matter how slight, 
of a previously existing symptom should 
also be considered. 

Since malignant disease is an obvious 
consideration in every patient, and espe- 
cially in the elderly patient, we have 
chosen to omit this problem and con- 
centrate on those entities which may be 
confused with malignant disease from 
the standpoint of producing critical 
symptoms and yet which are amenable 
to therapy in various degrees. 


Ksophageal Diverticulum 


Diverticulum of the first portion of the 
esophagus—or, perhaps more correctly, 
a pharyngeal diverticulum—may present 
clinically as a patient in a debilitated 
condition. The accompanying dysphagia, 
which may lead to various nutritional 
difficulties, should always be considered 
whenever a history of difficulty in swal- 
lowing is associated temporally with 
coughing or choking. Usually the pre- 
senting symptom will be that of difficulty 
in swallowing with regurgitation. At 
times, the physician: may first become 
aware of this problem following an acute 
respiratory illness in an individual who 
mentions almost coincidentally his eat- 
ing problems. 

In order to demonstrate these diver- 
ticula, it may be necessary to take special 
films of the pharynx and upper esopha- 
gus. To accomplish this, the gloved 
finger is placed over the prominence. 
The patient is instructed to swallow and, 
as the laryngeal prominence rises, the 
film is exposed. 


The radiologist should also be noti- 
fied that such a diagnosis is suspected, 
especially with the associated cough or 
choking, because of the possibility of 
bronchial soilage. It may be advisable 
to use lipoidal or other such compounds 





rather than risk the introduction of bar- 


ium into the tracheobronchial tree. 

This type of diverticulum is of con- 
siderable importance from the stand- 
point of major symptoms in contrast to 
diverticula in the middle and lower third 
of the esophagus, which are usually 
asymptomatic. The treatment will de- 
pend upon: 

@ The general condition of the patient. 
@ The degree of debilitation accom- 
panying the lesion. 

e The degree of disability accompany- 
ing this defect, particularly from the 
standpoint of obstructive symptoms. 

Individuals who are comparatively 
poor operative risks, either because of 
concomitant disease or severe debilita- 
tion and nutritional disturbance, can be 
instructed to cleanse their pouches after 
eating. Proper mastication of food is 
paramount. 

When obstruction is a problem, the 
operative approach is the only rational 
solution. This may involve extirpation 
of the sac along with esophogoscopic 
guidance to prevent stricture, or it may 
involve ligating the neck of the sac with 
fixation of the fundus of the sac to the 
deep cervical fascia. The latter proce- 
dure entails a shorter period of hospital- 
ization with minimal operative risk, and 
the reported results are excellent. 


Hiatus Hernia 
In the younger patient the esophago- 
gastric junction may be considered the 
fire alarm of the gastrointestinal tract, 
but in the older patient it frequently 
represents the fire. The problem becomes 
apparent when we consider the fact that 
hiatus hernia is the second most common 
roentgenographic diagnosis in upper gas- 
trointestinal studies and that 75 per cent 
of these hernias are seen in individuals 
over 50 years of age. The problem be- 
comes greater, however, with the current 
controversy regarding the proper identi- 


Geriatrics, June 1958 103 








fication of small hiatus hernias. When is 
it a hernia and when is it a phrenic 
ampulla? Sorisi first described the head- 
low maneuver for determination of the 
esophagogastric junction, and the recent 
adoption of this maneuver has aided the 
diagnosis of hiatus hernia. 

Hiatus hernia may present in the older 
patient as: 

@ An esophagogastric hernia in which 
both the lower end of the esophagus and 
a portion of the cardiac end of the 
stomach protrude through the hiatus. 
@ A para-esophageal hiatus hernia in 
which the lower end of the esophagus 
remains in its anatomic position, but the 
cardia of the stomach herniates along- 
side the esophagus. 

The 
esophagus is uncommon in older pa- 
tients, and it that 
all instances described as such are esoph- 


so-called congenitally short 


is safe to say almost 
agogastric hernias in which there has 
been considerable contraction of a pre- 
viously normal esophagus. 

Small hiatus hernias are not rare, and 
at present statistics seem to support an 
increased incidence in women. 

Symptoms are variable, from being ab- 
sent to being almost incapacitating. Most 
commonly, some type of pain is present 
at or above the xiphoid. This may be 
described as heartburn, a warming sen- 
sation, or a pressure sensation. It may 
be referred to the back and frequently 
occurs at night after retiring. There is 
apt to be localized esophagitis and gas- 
tritis, hence some equivalent of dyspha- 
gia may appear to accompany the other 
symptoms. 

Of particular importance is the mim- 
icking of angina pectoris, especially in 
those individuals who experience distress 
as a retroxiphoid sensation of tightness. 
It is essential for all individuals without 
classical angina to have studies of the 
esophageal hiatus, and for all individuals 
with hernias to be carefully investigated 
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for coronary artery disease with angina. 
‘Treatment consists of: 

@ Use of a bland regimen. 

@ Use of a semirecumbent position at 
night. 

@ Relief of any aggravating factors, such 
as cough, straining at stool, and tight 
abdominal garments. 

If there is an associated esophagitis, 
accompanying ulcer, or gastritis, a strict 
ulcer diet is necessary. At times, when 
there is considerable distress after eating, 
the preprandial use of a local anesthetic 
such as procaine HCl, 1 to 2 per cent in 
an amphoteric gel, gives sufficient relief 
to permit adequate feeding in comfort. 

If nocturnal pain is present, a light 
meal should be taken in the evening to 
prevent overdistention of the stomach, 
and the semirecumbent position should 
be used. If nocturnal pain is not relieved 
by these measures, it usually is an indi- 
cation that medical measures will not 
afford sufficient amelioration and _ that 
mechanical factors are chiefly responsible 
for production of symptoms. 

Howey =! surgery is not commonly re- 
quired. The operative procedure for 
fixed hernias presents considerably more 
risk than that for sliding hernias. The 
use of phrenicotomy may afford some 
benefit in the poor-risk case. For sliding 
hernias, the operative procedure in com- 
petent hands is not difficult and is usual 
ly quite satisfactory. 

However, one that 
not 


must 
reduction of a 


recognize 
hernia 
automatically cure an accompanying gas- 
tritis or esophagitis, and that it is not 
unusual for certain symptoms to persist 
postoperatively. This may lead to the 
inference that the result of surgery is not 
satisfactory and may result in a long 
series of investigations for accompanying 
illnesses. An ulcer regimen should be 
instituted postoperatively in all cases of 
hernia in which there is accompanying 
esophagitis, gastritis, or ulceration. 


mere does 











Peptic Ulcer Disease 

The classic presenting complex of this 
disorder is pain which is rhythmic, pe- 
riodic, and chronic. When coupled with 
nocturnal bouts of pain, it is almost un- 
equivocal evidence of the presence of 
active peptic ulceration. On careful ques- 
tioning, this syndrome can almost always 
be elicited, but it may be absent if a 
complication has ensued, and it is par- 
ticularly liable to variation in descrip- 
tion by the elderly patient. 

Thus the first evidence of active ulcer- 
ation may be hematemesis or melena 
and, in such instances, if distress has 
been present it ordinarily will become 
ameliorated. So often is this the case that 
the presence of pain during active bleed- 
ing should make one consider an im- 
pending or actual perforation or re-eval- 
ulation of the diagnosis. 

It is not uncommon for an episode 
of protracted vomiting to be the present- 
ing sign of an antral ulcer or an ulcer 
at the base of the cap. Such disturbance 
when due to peptic ulcer is on the basis 
of obstruction which may be spasmogenic 
but is more likely the result of cicatrix. 

Care should be exercised in the use 
of the more active parasympatholytic 
agents since, in the older patient, even 
lesser degrees of cicatricial obstruction 
may be worsened with induction of gas- 
tric atony. Furthermore, the possibility 
of initiating or precipitating an attack 
of glaucoma bears emphasis. 

While ulceration in the gastroduo- 
denal segment may present in an atypi- 
cal fashion, the atypicality is more com- 
mon in gastric ulcer of peptic origin. 
When this occurs, it is usually with an 
ulcer above the angularis. It may be that 
the distance from the pyloroduodenal 
segment is sufficient to diminish reflex 
pyloroduodenal irritibility, and this may 
contribute to the atypical symptoms. 

The greater possibility of continued 
or recurrent bleeding in peptic ulcera- 
tion in the aged is well documented. This 








has been attributed to the lessened elas- 


ticity of the vasculature secondary to 
arteriosclerosis. Whether this is a major 
factor or not, it may frequently influence 
the decision to use surgical methods for 
control of protracted bleeding. 

By the same token, we must temper 
our judgment regarding prompt surgery 
for bleeding ulcer by recognizing that 
the arterial changes in the gastric vessels 
are not local phenomena. Thus, the 
precipitous drops in blood pressure that 
accompany profuse bleeding may be just 
the degree of circulatory impairment re- 
quired to induce acute coronary insufh- 
ciency. Hence, it is not unusual to find 
electrocardiographic changes suggesting 
relatively recent myocardial hypoxia. 
This must be borne in mind when one 
considers the added insult of surgical 
and anesthetic trauma. 

We have refrained from encumbering 
this presentation with a discussion of 
gastric malignancy and its ability to mas- 
querade as peptic ulcer disease. Suffice it 
to say that occurrence of carcinoma in 
ulcer has yet to be unequivocally estab- 
lished. It is difficult to disprove the con- 
tention that carcinoma in situ has been 
present and altered local factors sufh- 
ciently to imitate peptic ulcer. 

Gastric ulcers are usually benign. After 
excluding the possibility of malignancy, 
we feel that the following criteria should 
be used in the management of gastric 
ulcer. 


@ Prompt surgery is indicated (1) when 
a gastric ulcer appears on the greater 
curvature; (2) when it occurs in the 
presence of a histamine-fast achlorhydria; 
or (3) when it is in actuality an intra- 
luminal defect. 


@ In the absence of these conditions, 
any ulcer which is large and irregular, 
demonstrates a “halo sign” by roentgen 
study, or is in the prepyloric region 
should be viewed as one which, if not 
malignant, will have a greater resistance 
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to healing or at least a tendency toward 
recurrence. 

@ If at least 50 per cent healing has not 
taken place, as judged by roentgen ex- 
amination at the end of two weeks, sub- 
total gastrectomy is advised if there is 
no relative contraindication. At the end 
of one month the ulcer should be almost, 
if not completely, healed by roentgen 
criteria. 

Cholelithiasis 

Despite the varied descriptions of symp- 
toms which have been proposed as sig- 
nifying the presence of gallstones, only 
one symptom, biliary colic, has any value 
in the clinical diagnosis of cholelithiasis. 
The increases 
steadily with age so that in the seventh 


incidence of gallstones 
decade more than 50 per cent of indi- 
viduals have biliary vesicle calculi. This 
increase brings with it the problem of 
concomitant disease. 

Chis problem is probably best exem- 
plified by Saint’s triad, consisting of 
esophageal hiatus hernia, cholelithiasis, 
and diverticulosis coli. Some 20 per cent 
of individuals over 50 present this triad 
of pathology. It becomes of major im- 
port when trying to decide which, if any, 
of this trio is responsible for symptoms. 

If we bear in mind that cholelithiasis 
is symptomatic only from the standpoint 
of causing biliary colic, the differential 
diagnosis of abdominal pain becomes 
somewhat less formidable. The so-called 
fat intolerance that many people exhibit 
after ingestion of a fat-containing meal 
is probably of gastric origin. Fat intol- 
erance that signifies biliary tract disease 
is the precipitation of a bout of biliary 
colic. 

Although an individual with biliary 
colic the restless, writhing, 
and retching patient calling for relief, 
many times colic of lesser severity is ex- 
perienced, especially in the older person 


is classically 


who stoically, or because of lessened pain 
perception, may describe only vague 
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aches and discomforts of periodic and 
sporadic occurrence. 

It is in such a person that the problem 
becomes acute, for other diseases may 
present a similar degree of pain, al- 
though few with the periodicity and 
sporadicism of biliary colic. 

Even though biliary colic is the only 
symptom of clinically important biliary 
tract disease, it should also be noted that 
such disease is only of importance when 
an obstructive phenomenon has ap- 
peared, whether it is obstruction at the 
cystic duct or at the common duct. In the 
absence of such obstruction, a search 
be made elsewhere for the causa- 
tion of symptoms. 

The persistence of pain or the appear- 
ance of fever with or without local tend- 
erness should suggest the possibility of 
acute cholecystitis. 

The problem of the “silent stone” is 
really no problem, for eventually most 
biliary calculi will cause a biliary colic. 
The problem to be clarified, however, is 
whether the complications at age 60 to 
70 or 80 should be prevented by remov- 
ing gallstones at age 40 to 50. 


must 


It is our policy to recommend chole- 
cystectomy in (1) those individuals who 
are having what appears to be biliary 
colic or who have had bouts of acute 
cholecystitis and (2) those individuals 
with demonstrable calculi who have 
what is apparently organic pain but 
which is not well defined and who could 
benefit from exploratory laparotomy. 


Cirrhosis of the Liver 

In this country, diffuse fibrosis of the 
liver secondary to nutritional disturb- 
ances (usually alcoholism) is predomi- 
nantly a disease of the fifth and sixth 
decades of life. There exists, however, a 
segment of individuals over 50 who have 
diffuse scarring of the liver and in whom 
the first indication may come as an epi- 
sode of icterus and progressive paren- 
chymal failure. 











The genesis of this disease remains 
obscure. Although postmenopausal wom- 
en are particularly vulnerable to viral 
hepatitis, and morbidity and mortality 
are unusually high, the genesis of this 
disease cannot be completely explained 
on this basis. 

Recent studies of men who had hepa- 
titis five years or more prior to follow-up 
study revealed no real evidence that viral 
hepatitis played a role in the produc- 
tion of chronic liver disease. Despite this 
study, the problem still exists and it may 
be that these reports are biased in that 
they were concerned with men only, 
with a limited number, and with a 
younger age group. 

While the hepatic tests now available 
promise reasonable accuracy in the de- 
tection of acute hepatic injury, the exist- 
ence of anicteric hepatitis and the exist- 
ence of hepatitis with jaundice but with 
normal flocculation reactions make it 
reasonable to assume that a certain seg- 
ment of the population became infected 
with the virus without jaundice and 
without positive hepatic tests. How then 
to make the diagnosis? 

The type of hepatic fibrosis usually 
encountered is that of postnecrotic scar- 
ring. However, the liver’s reaction to in- 
jury is such that at times it becomes ex- 
tremely difficult to distinguish diffuse 
fibrosis from postnecrotic scarring. 

While apparently arrested hepato- 
megaly and hepatosplenomegaly are fre- 
quently encountered, the active disease is 
usually present as: 

@ An icteric illness. 

@ Accumulating ascites. 

@ A combination of the above. 
@ Hematemesis (rare). 

It may be that hematemesis is an un- 
usual cause of upper gastrointestinal 
bleeding in the aged, because a disease 
process that will progress to portal hy- 
pertension will do so before the age of 
65, so that these individuals will present 


themselves for treatment at an earlier 
time. 

The problem presenting in the icteric 
individual at this age is obvious—dif- 
ferentiating parenchymal disease from 
common duct obstruction caused by 
stone or pancreatitis. Differentiation 
from carcinoma is superficially tanta- 
mount but actually of minor importance, 
for carcinomas which can produce jaun- 
dice at this age are incurable at this 
stage. 

Thus all persons in this age group 
who have icterus plus acholic stools, tran- 
sient or relatively fixed, should be sub- 
jected to careful choledochostomy and 
operative and postoperative cholangi- 
ography. 

Persons with icterus, with normal phos- 
phatase, with urobilinogen in the stool, 
and urine with or without positive floc- 
culation tests should be considered as 
not having a lesion amenable to surgical 
correction. Such a lesion is parenchymal 
(primary or secondary) and surgical in- 
tervention will accomplish nothing, since 
gross obstruction is not the major con- 
tributing factor to the icterus. 


Diverticulosis and Diverticulitis 
of the Colon 


A diverticulum of the colon is a develop- 
mental abnormality whose incidence in- 
creases with advancing years. It is rare 
to find a diverticulum of the colon be- 
fore the age of 40. In our experience, the 
incidence of colon diverticulum approxi- 
mates 15 per cent after the age of 40. The 
true incidence is a variable figure in dif- 
ferent reports, depending on the type of 
studies used and on full utilization of 
the barium enema study. A majority of 
patients with colon diverticulosis prob- 
ably have no symptoms and do not reach 
the point of clinical examination or 
evaluation. 

In separating colon diverticulosis from 
colon diverticulitis, it is well to stress 
that this may be an artificial separation. 
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It is probable that, with case descriptions 
of typical diverticulitis, not enough em- 
phasis has been placed on mild or barely 
recognized episodes of diverticulitis. 
These are very apt to occur in older pa- 
tients. Because of their obscure land- 
marks, the older patient may go on to 
the critical phase of acute or chronic 
diverticulitis without much warning and 
to the surprise of the observer. A review 
of symptoms preceding the recognition 
of typical diverticulitis may point out 
some complaints, without physical fea- 
tures, that could represent the mild or 
subclinical form of diverticulitis. 

The symptoms and physical findings 
of diverticulosis of the colon in the older 
patient will be classified under groups 
of symptoms or syndromes. 


IRRITABLE COLON SYNDROMI 


The essential complaint in these patients 
is a subtle change in bowel function with 
increasing constipation, diarrhea, or con- 
stipation alternating with diarrhea. 
‘These functional disturbances are usual- 
with sensation of fullness 
the 
and cramping hypogastric pain of vari- 


ly associated 


or soreness in lower midabdomen 
able degrees of severity. 

When the irritable colon syndrome is 
described as a psychogenic disorder in 
younger patients, it is often stated that 
the syndrome can mimic almost any 
othe ais 48’ <2 
reference to the variable locations for the 


abdominal disorder. 
painful sensations and the variable in- 
tensity of the pain. When diverticulosis 
of the colon presents with an irritable 
colon syndrome, this same variability of 
response can occur in the older patient. 

The cramping or painful sensation is 
usually hypogastric in location. It is 
generally true that this is a visceral type 
of pain sensation and is therefore per- 
ceived in the lower part of the middle 
vertical axis or embryonal descent of the 
viscus. The pain may be lateralized and 
so be felt in almost any quadrant of the 
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abdomen. Lateralization of pain occurs 
when the pain stimulus is unusually se- 
vere (summation) or there is diverticu- 
litis (somatic pain) . 

In the absence of diverticulitis, the 
pain sensation, if present, is usually mild 
and temporary. It is frequently asso- 
ciated with disturbance of bowel func- 
tion or defecation. As in a younger pa- 
tient, it is aggravated by high-residue 
foods, nervous tension, and, for reasons 
not always well understood, by alcohol 
and upper respiratory infections. It is 
described as “soreness,” “dull ache,” 
“cramping” or “burning,” or as a “full- 
ness” or “blown-up feeling.” 

THE SYNDROME OF DIVERTICULITIS 

As previously mentioned, diverticulitis 
may not always be represented as classi- 
cal acute diverticulitis. This is particu- 
larly so in the older patient in whom 
mild attacks may be frequently missed 
or ascribed to some other cause. 

So-called mild subclinical diverticu- 
litis may take several forms, ranging from 
a relatively innocuous organic entity 
despite its recurring nature to an ad- 
vanced type of local disease with more 
serious implications and results. 

Several or all of the following com- 
plaints or findings may mark the course 
of mild diverticulitis. All or any one of 
them deserve consideration of diverticu- 
litis in the older patient in whom diver- 
ticulosis of the colon has been antici- 
pated or proved. Aggravation of pain, 
cramping, or tenesmus may occur, usual- 
ly without any signs of local irritation. 
Firm palpation may elicit mild tender- 
ness over the left colon. The pain may 
be sharp, move away from its original 
midline position, or be referred to the 
flank areas, as is so often the case in more 
acute diverticulitis. There may be a sen- 
sation of chilliness or chill with fever. 
Again, in the older patient, who has 
relatively higher thresholds for pain per- 
ception, these symptoms may be non- 
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specific symptoms such as weakness, 
lethargy, and loss of appetite. There may 
be an aggravation of constipation with 
obstipation lasting for several days. 
There may be the onset or aggravation 
of diarrhea with tenesmus before evacu- 
ation. 

Acute and chronic diverticulitis of the 
usual types are conditions which essen- 
tially fit into disease patterns of the pa- 
tient past 40. Their descriptions are basi- 
cally similar for the whole group past 
this age. However, there are some differ- 
ences in older patients which’ deserve 
recognition. 

The older patient may have a dif- 
ferent threshold for pain perception. As 
a result the beginnings of acute diverticu- 
litis with abscess and rupture at the site 
of the inflammed diverticulum may be 
marked by less subjective recognition. 
Pain may be less, and objective evidence 
of peritoneal irritation may be relatively 
minor until localization has occurred, 
and a firm, locally tender mass is felt. 
It is not unusual to meet in the hospital 
an older patient who describes a severe 
attack of pain, often short in duration, 
occurring a week or so before, followed 
by an almost symptom-free period before 
hospitalization. In such a case, it is not 
uncommon to find evidences of obstruc- 
tion with distention and a melon-sized 
mass in the left iliac fossa. 

Obstruction may occur without a his- 
tory of previous acute or subacute epi- 
sode. In such cases, the obstruction is 
the result of ligneous hardening of a seg- 
ment of distal colon. It may be assumed 
that this hardening or fibrosis with nar- 
rowing results from unrecognized mild 
attacks of diverticulitis. When a short, 
rigid, stenotic segment is seen after bari- 
um enema, the differentiation from ma- 
lignancy is difficult and often impossible 
without exploration and resection. 


There are further points of difference 
in diverticulosis in the younger patient 
and in the older patient. 





Gross bleeding can occur in the older 
patient in the presence of diverticulosis 
of the colon, even though the incidence 
is low. In the individual patient, it is 
absolutely necessary to consider every 
other possible cause before ascribing the 
cause to a diverticulum. This usually 
means repeated sigmoidoscopic examina- 
tions and barium enemas with air-con- 
trast studies. Leading the list of other 
possible causes for bleeding where diver- 
ticulosis is present, in an obscure case, 
is a polyp of the colon, followed by ul- 
cerating malignancy of the colon. 

In most cases of gross bleeding in a 
diverticulum of the colon, there are con- 
comitant inflammation (mild diverticu- 
litis) and vascular degenerative change. 
The latter naturally shows increasing in- 
cidence in older patients. In our exper- 
ience, profuse bleeding has occurred 
from diverticula in older patients, par- 
ticularly when local, acute or chronic 
diverticulitis is present, with or without 
dissection into a vascular plane, and 
when arteriosclerosis, hypertension, or 
diabetes is present. 

With the presence of diverticulosis as- 
certained and with atypical symptoms, 
Saint’s triad should be borne in mind 
and attempts made to discover the pres- 
ence or absence of cholelithiasis and 
hiatus hernia. 

DIGESTIVE SYMPTOMS WITH DEPRESSIONS 

A depressed patient will manifest symp- 
toms in three spheres. These are the emo- 
tional, the mental, and the physical. The 
emotional and mental spheres are not 
germane to this discussion. 

Before considering the physical com- 
plaints of depressions associated with 
digestive functions, it is well to recog- 
nize the important incidence of depres- 
sive reactions in the older patient. En- 
vironmental and social dislocations for 
the older patient will probably increase 
as the requirements of living become 
more competitive and more stress-pro- 
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ducing. Depressive reactions are likely 
to ensue in any age group, but they are 
seen particularly in the older patient 
whose place and reason for living may 
be challenged and even denied. 

Depressions can be manifested in three 
forms. The first is a normal fluctuation 
of mood in a well-integrated normal per- 
son. The second is part of a reaction to 
disease or the stresses of the environ- 
ment which is of a more lasting and dis- 
abling nature and therefore is classified 
as a neurotic reaction or neurosis. The 
third is seen in association with the 
psychoses such as schizophrenia but more 
particularly with the manic-depressive 
psychoses. 

By the time a person has reached the 
mature years, a fluctuation of mood may 
be a conspicuous mark of his personality. 
Neurotic reactions to disease or to the 
environment are much more common 
than either the bland form or the more 
severe psychoses. These depressive reac- 
tions may be sustained. They may not 
only compound a group of disagreeable 
symptoms for the patient; they may also 
make him useless to himself and burden- 
some to those around him. In their mani- 
festation and results these reactions may 
be as disabling as the psychoses, and are 
different only in that contact with reality 
is maintained. 

Although the digestive symptoms that 
are common with depressions have signal 
value in recognition of depressions, they 
cannot always be separated from a simi- 
lar group of symptoms produced by or- 
ganic disease of the digestive tract. The 
one symptom that can be specifically as- 
signed to a depression and to nothing 
else is a bitter or metallic taste in the 
mouth. Time and again a patient will 
present with mild psychomotor retarda- 
tion and indefinite abdominal symptom- 
atology with this lead symptom of bitter 
taste. After careful evaluation and study, 
the formal diagnosis is almost always a 
depression. 
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Unfortunately for a direct approach to 
the diagnosis of depression, two outstand- 
ing symptoms of malignant infiltration 
of the stomach—easy satiety and anorexia 
—are common during depression. ‘These 
patients claim that they feel hungry but 
cannot eat, that the sight of food nause- 
ates them, that all foods taste alike, or 
that familiar foods have a different taste 
than they had before. This pattern of 
appetite disturbance is no different in 
the neurotic depressions and in depres- 
sions associated with psychoses. 

When anorexia is profound and asso- 
ciated with weight loss, the resemblances 
to malignancy are even more startling. 
The patient with a depression may lose 
weight as surely and as rapidly as a pa- 
tient with any type of malignancy. The 
patient with a depression may have ma- 
lignancy, and the malignancy may cause 
both the depression and the weight loss. 

A depression in an older patient may 
also be a reaction to a deep-seated, un- 
recognized organic disease. This is par- 
ticularly true when the patient is clear- 
minded enough to assess his pain as real 
even when others, including his physi- 
cian, have checked it off as unreal be- 
cause all of the tests have been “nega- 
tive.” This unfortunate situation occurs 
most often in carcinoma of the body and 
tail of the pancreas or in diseases asso- 
ciated with inflammation or infiltration 
of the mesenteric root, because in both 
the tests are almost invariably negative 
at the start. 

Rumination, nausea, and vomiting are 
common in depressions. ‘The depressed 
patient with spontaneous or induced 
vomiting is a familiar prototype. Mild 
cases of nausea after eating with regur- 
gitation of recently ingested food to the 
mouth for further mastication and swal- 
lowing are often present. This group of 
symptoms is commonly seen in associa- 
tion with others such as fullness and 
burning in the epigastrium after eating. 
Aerophagy marked by distention or full- 








ness and explosive attacks of belching 
may occur. An equivalent of aerophagy 
with excessive accumulation of gas in the 
lower gastrointestinal tract initiates the 
splenic flexure syndrome. It is not un- 
usual to find older patients, particularly 
those who have survived some critical ill- 
ness such as myocardial infarction, com- 
plaining of this complex of symptoms, 
which may simulate recurrent infarction. 
Attacks often occur at night and come 
on suddenly while the patient is in the 
prone position. They are frequently pre- 
ceded by signs of increased bowel ir- 
ritability, such as increasing constipation 
and diarrhea. The patient notices cramp- 
ing pain in the upper abdomen with a 
gradually increasing sensation of extreme 
fullness or distention, which is most in- 
tense in the region of the splenic flexure 
or the left hypochrondrium. As the dis- 
tress becomes worse, the sensation ex- 
tends to the chest. With anxiety there are 
vasomotor symptoms which complete the 
resemblance to another cardiovascular 
emergency. 

We have found that abdominal pain 
associated with depressions in the older 
patient is not common unless: 

e@ The cramping, painful discomfort of 
the irritable colon syndrome or its coun- 
terpart, the splenic flexure syndrome, is 
described. 

@ An underlying organic disease is pres- 
ent, contributing to the pain and the 
depressive reaction. 

@ The depression is part of a manic-de- 
pressive psychosis, which statistically is 
unlikely to occur in the older patient. 

As with satiety and anorexia, the im- 
plications of a symptom such as constipa- 
tion are profound and require disci- 
plined evaluation. Constipation and ob- 
stipation are likely to occur in the de- 
pressed patient. Obstipation to the point 
of impaction is not unusual in this re- 
tarded patient. Diarrhea, which has 
many more overtones of anxiety, is much 


less common than is obstipation. 

It is not only well to emphasize the 
important incidence of depressions in 
the older patient but also to reflect again 
on their major causes. These include (1) 
feelings of insecurity in relationship to 
the environment; (2) fears built around 
potential infirmity or disease; and (3) 
fears and suffering, often recognized by 
others in association with organic disease. 


DIGESTIVE SYMPTOMS WITH 

ORGANIC BRAIN SYNDROMES 

In the older patient, the organic brain 
syndromes are most often the result of 
vascular disease of the cerebrum and the 
brain stem. These include hemorrhage, 
thrombosis, and embolism. Spasm_in- 
volving the vessels to the cerebrum and 
the brain stem is a controversial entity. 
The little stroke concept with minor 
gradual, arteriosclerotic occlusion of 
small vessels seems more reasonable as 
an explanation of the encephalomalacia 
that commonly results from chronic vas- 
cular insufficiency. 

As with the depressions, symptoms 
with organic brain syndromes may occur 
in the emotional, the mental, and the 
physical spheres. Our discussion will be 
confined to symptoms in the area of the 
abdomen or the digestive tract. Some of 
these symptoms resemble those that are 
seen in the depressions without advanced 
organic disease, making differentiation 
difficult. 

The four organic groups to be con- 
sidered in a discussion of brain syn- 
dromes with digestive symptoms are: 

@ Cerebral arteriosclerosis, which is 
probably parent to most that follows. 
@ Cerebral vascular accidents, which in- 
clude hemorrhage, thrombosis, and em- 
bolism. 

@ Hypertensive encephalopathy. 

@ Syndromes of the medulla or, more 
particularly, syndromes of the nucleus 
ambiguus. 
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The prominence of vomiting, with or 
without initial nausea, has been long 
recognized in the cerebrovascular acci- 
dents and in states associated with hyper- 
tensive encephalopathy. Nausea and 
vomiting may precede by a short time 
the issue of headache or clouding of con- 
sciousness or coma in these conditions. 

Less commonly recognized are recur- 
rent episodes of mild nausea and non- 
critical vomiting in the patient with ad- 
vanced cerebral and brainstem arterio- 
sclerosis. In these patients, marked _per- 
version of appetite may develop. Almost 
total rejection of food may make the re- 
semblance to depression even closer. Full- 
ness and satiety after eating a few mouth- 
fuls may compound difficulty of differ- 
entiation. 

The syndrome of the medulla, fre- 
quently on an arteriosclerotic basis, may 
result in dysphagia as well as dysphonia 
and dysarthria. Difficulties in swallow- 
ing may be demonstrated after a swallow 
of barium during fluoroscopy and after 
an x-ray film has been taken as a static 
pooling or retention of barium in the 
region of the pyriform sinuses (vallecular 
sign) . 

It is in the so-called medullary syn- 
drome, with its typical features of dys- 
phagia, dysarthria, and dysphonia, that 
we are apt to find less conspicuous symp- 
toms in the digestive tract. These not 
only include anorexia but also the abso- 
lute rejection of food (negativism). Mild 
nausea is associated with regurgitation 
of food soon after swallowing or partial 
vomiting of ingested food soon after in- 
gestion. This vomiting is not projectile, 
it is not voluminous, and it has no char- 
acteristic features except that it often 
resembles overflow or retentive type of 
vomiting. The patient brings up, with 
relatively little straining or use of the 
abdominal muscles, small amounts of 
undigested material soon after it is 
swallowed. These more casual periods of 
rejection can be punctuated by episodes 


412 Geriatrics, June 1958 





of more violent vomiting when large 
amounts of partially digested material 
are brought up. These episodes may oc- 
cur without much warning after what 
appears to be a successful feeding period. 

Disturbances of bowel function are 
common with cerebral arteriosclerosis or 
cerebrovascular accidents. Incontinence, 
incontinence with fecal impaction, and 
fecal impaction with obstipation are well 
recognized and do not deserve further 
comment here. 


Digestive Symptoms with 
Congestive Failure 


In the early stages of right ventricular 
failure, the symptoms and signs may in- 
dividually or collectively point to hepatic 
or gallbladder disease. 

Pain in the region of the liver may ap- 
pear before signs of hepatic engorgement 
appear. Conversely, congestive failure 
may be controlled, as far as can be as- 
certained, by reduction of heart rate and 
absence of symptoms or signs of conges- 
tion in other areas, and the liver, once 
having been markedly enlarged, may 
continue to show enlargement for some 
time afterward. 

The pain in the liver or gallbladder 
region in congestive failure may be slight 
or mild, slow in onset, and resemble a 
sense of heaviness rather than pain. On 
the other hand, with sudden, rapid en- 
gorgement or when congestive failure is 
associated with some other condition, 
such as thyrotoxicosis, which in itself 
causes hepatic parenchymal injury, the 
pain may be sudden in onset and severe 
and critical in character. 

A physical finding of considerable re- 
liability in cases of congestive enlarge- 
ment of the liver is the hepatojugular 
reflux. Many of our older patients on 
the wards of the Philadelphia General 
Hospital demonstrate more than one 
cause for an enlarged or palpable liver. 
These include congestive failure, pul- 
monary emphysema, and cirrhosis, which 
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frequently co-exist in the same patient. 
As a diagnostic:measure, firm pressure is 
applied over the liver while the patient 
is prone. Recognizable increased filling 
of the cervical veins always means that 
congestion is a part of the picture. 

It has been stated that jaundice is rare 
in heart failure with liver congestion and 
that jaundice in heart disease is most 
commonly the result of associated pul- 
monary infarction. We believe this opin- 
ion can be accepted if one recognizes that 
even severe jaundice may occur in some 
states associated with congestive failure 
without pulmonary infarction. These in- 
clude sudden severe failure associated 
with such conditions as mitral or tricus- 
pid valve destruction by infection or by 
valvotomy; heart failure with thyrotoxi- 
cosis; heart failure with septicemia; and 
heart failure with an unrelated disease 
of the hepatobiliary system. 

Older patients with congestive failure 
may exhibit a group of symptoms that 
are nonspecific for heart disease and that 
point to the digestive tract. These in- 
clude anorexia, fullness, distention and 
meteorism, nausea, and vomiting. All of 
these could result from congestion of the 
mucosa of the gastrointestinal tract. We 
have seen cases of sudden nausea, critical 
vomiting, and cramping pain in the 
epigastrium that could have resulted 
from local mucosal edema and prolapse 
in the region of the antrum of the stom- 
ach and the pyloric channel. 

Unfortunately, some of the subjective 
complaints of the patient with congestive 
failure before digitalization are similar 
to those after digitalization when toxic 
effects may accumulate. Anorexia, nau- 
sea, and vomiting may develop with fail- 
ure before digitalization and after failure 
is controlled by digitalization. Objective 
evidence of toxic effects will usually pro- 
vide differentiation. The one symptom 
in the digestive tract that is most likely 
to prove specific for toxicity is diarrhea. 
The presence of diarrhea in a fully digi- 


talized patient calls for review of the 
status of digitalization. 

Bleeding into the gastrointestinal lu- 
men in congestive failure can usually be 
explained by some more common cause 
for bleeding than congestion. It is sur- 
prising how infrequently congestive gas- 
tritis can be demonstrated as a cause of 
intermediate or massive bleeding. When 
critical bleeding occurs in these patients 
it can be explained by (1) local vascular 
disease, including rupture of a vessel or 
thrombotic or embolic occlusion of a 
vessel, or (2) uremia with bleeding tend- 
ency or diffuse gastric or enterocolic ero- 
sion. 


Significance of Pain Thresholds 


The pain thresholds in different indi- 
viduals, in all age groups, show tremen- 
dous variation. The pain threshold is 
greatly altered by intrinsic factors, such 
as the emotional state and debilitating 
disease, and extrinsic factors, which in- 
clude the application of drugs and re- 
action to fear or combat. 

Generally the pain threshold of the 
older patient is higher than that of the 
younger. This has one unfortunate re- 
sult in that the older patient is apt to 
be stoic and a most unreliable witness in 
giving his history. 

The first recognition of pain from dis- 
eases of the gastrointestinal lumen de- 
pends upon its splanchnic innervation. 
Over these pathways is carried what is 
called visceral pain, the initiation of 
which usually begins with a change in 
the muscular tonus of the organ. The 
pain impulse is often mild or noncritical 
and is felt in the midline of the abdo- 
men. It does not lateralize unless the im- 
pulse for pain production is unusually 
severe or unless a somatic complication 
like penetration or perforation occurs. 

It is this initial phase of pain that is 
often missed by older persons. It is the 
rhythmic midline diurnal pain of ulcer 
or the midline episodic pain of the gall- 


Geriatrics, June 1958 413 











































bladder disease with ductal spasm before 
obstructive cholecystitis. It has many ex- 
amples in the abdomen. Because of a 
relatively high pain threshold, organic 
disease may be well advanced before it 
is recognized as a symptom by the older 
patient. 

There are two very common situations 
where this may occur in the digestive 
tract of older patients—gastric ulceration 
and gallbladder disease. 

Gastric or duodenal ulcers are fre- 
quently found at operation on geriatric 
patients, in whom the extent and the 
stage of the local pathology substantiates 
a long-standing disease. Many of these 
older patients have had few or no symp- 
toms before the emergency requiring 
operation. 

These problems with ulcer in the older 
patient fall into three groups: 

@® Chronic, callous ulcers, which fre- 
quently on the posterior wall of the duo- 
denal bulb with subchronic perforation 
or penetration. 

@ Chronic ulcers in any location, more 
particularly on the posterior aspect of 
the bulb or on the posterior aspects of 
the lesser curvature of the stomach with 
massive hemorrhage. 

@ Chronic ulcers near the pylorus with 
high degree of inflammation, stenosis, 
and obstruction. 


We have observed all of these condi- 
tions in different patients, many of whom 
could not describe symptoms prior to the 
immediate episode. When symptoms 
could be elicited they were frequently 
vague, mild, atypical, and poorly de- 
scribed, as one would expect in a patient 
with a high threshold for pain percep- 
tion. 

The second most common situation in 
older patients where pain threshold can 
affect the history and recognition of the 
underlying disease is in the gallbladder. 
This has two aspects— (1) the important 
early recognition of obstructive cholecys- 
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titis, and (2) a correct evaluation of “si- 
lent stones.” Because of the necessity for 
correctly evaluating a “silent stone” and 
its potential relationship to obstructive 
cholecystitis and gallbladder malignancy, 
this situation should be discussed first. 

We have found a correlation between 
the aging of the population and the in- 
cidence of suppurative cholecystitis and 
the incidence of carcinoma of the gall- 
bladder in patients with gallstones. The 
chances of malignancy developing in a 
gallbladder with stones is probably less 
than 3 per cent if all age groups are 
surveyed. If the age group past 60 alone 
is considered, the statistical chance is 
close to 10 per cent. 

Thus “silent stones’ have potential- 
ities much beyond their immediate ef- 
fects. In the older as in the younger pa- 
tient, a stone may be absolutely “silent” 
or it may be associated with mild, un- 
recognized attacks of cholecystitis. These 
episodes may take any form in an am- 
bulatory patient with mild digestive up- 
sets, short periods of fever, or chilliness 
and general malaise. Colic, with a mild 
stimulus for pain production and with- 
out subacute or acute cholecystitis, may 
go unrecognized or be ascribed to other 
causes. 

It is not uncommon to have an older 
patient admitted to the hospital with 
obstructive cholecystitis with few, if any, 
outstanding symptoms or physical find- 
ings. The history is vague or missing for 
preceding pain or colic episode. The 
present distress is more like a local dis- 
comfort or other sensation different than 
the usual pain associated with obstruc- 
tion of the cystic duct. There is very 
mild fever or chilliness. The patient is 
torpid and otherwise physically de- 
pressed. Anorexia, nausea, and vomit- 
ing may be present. Local signs are often 
indefinite and may be represented only 
by slight tenderness to deep pressure in 
the absence of muscle guarding or rigid- 
ity. At other times the gallbladder will 














be enlarged almost to the pelvis due to 
hydrops, and a history of pain and the 
usual signs of acute cholecystitis may be 
missed unless a careful history is taken. 
One frequently must rely on family and 
friends for adequate histories. 

At our hospitals, we have always been 
alerted to the serious pathologic prog- 
ression of gallbladder disease, without 
the usual landmarks, in the older age 
groups. In addition to the clinical and 
laboratory aids used in watching these 
cases, we repeat the differential white 
blood count every four hours. A shift to 
the left in the maturity of the white cells 
could mean progression to gangrene or 
perforation. 


Drug Therapy 
The anticholinergic type of drug (atro- 
pinelike as well as the ganglion-blocking 
type) may be associated with a group of 
reactions in the older patients. ‘These 
may be mild and harmless, like dryness 
of the mouth, or they may be more seri- 
ous, such as those that cause interference 
with bladder or bowel function. Inter- 
ference with the functions of elimination 
is more apt to occur in the older patient 
who has been immobilized in bed. The 
ganglion-blocking drugs are most likely 
to cause this side effect. The rate and 
route of administration do not seem to 
affect the incidence of side effects. Some 
of the most effective anticholinergic com- 
pounds will cause symptoms of bladder 
atony after a few repeated dosages. ‘This 
conceivable bad effect is enhanced in 
the presence of prostatic hypertrophy. 
Glaucoma may be a complication if care 
is not exercised. 

Application of these drugs or com- 
pounds is not contraindicated in the old- 
er patient. However, it would seem ad- 
visable to use them with caution and 
with attention to the potential side ef- 
fects, particularly those concerned with 
the processes of evacuation. Furthermore, 
this caution should always be maintained 


when the patient is immobilized by dis- 
ease. Frequent use of the newer anti- 
cholinergics to the point of “physiologic 
response” could increase the number of 
distressing side effects. 

Claims that newer anticholinergic com- 
pounds have less side effects will have to 
be substantiated by a longer trial period. 
It will also have to be shown that a bene- 
ficial reduction of side effects has not 
been made possible at the expense of a 
lesser therapeutic effect on motor and 
secretory functions. 

Most of the amphoteric neutralizing 
compounds have a possible astringent 
constipating effect or the side effect of 
diarrhea. Which one, and to what de- 
gree, depends upon the relative balance 
in the mixtures of aluminum gel and 
magnesium hydroxide or trisilicate. The 
results are often unpredictable and un- 
related to the formula. We rarely if ever 
prescribe plain aluminum gel as a neu- 
tralizing compound except when diar- 
rhea is a major complaint. 

By far the most common side effect in 
the older patient is constipation. This is 
most serious in the bed patient, particu- 
larly if he has recently been subjected 
to barium studies. In these patients im- 
paction with hard gel and barium is not 
uncommon. Rectal examination with the 
gloved finger should be a part of the 
daily visit. 

In the older patient, more than casual 
attention should be given to the possi- 
bility of constipation and impaction 
when using these neutralizing substances. 
For the older patient careful balance of 
the prescription with magnesium hy- 
droxide or magnesium trisilicate may 
suffice. In other cases, an alkaline powder 
containing balanced proportions of cal- 
cium, bismuth, and magnesia may better 
serve the purpose of neutralization with- 
out constipating side effect. Newer prep- 
arations which neutralize or buffer and 
contain no alumina or other astringent 
substance are now available. 
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The digestive symptoms with depres- 
sions have been mentioned. All types of 
sedation, except for temporary periods, 
seem to make these patients feel worse. 
This is particularly true of the tran- 
quilizer group of compounds. 


Dietary Management 
General nutrition and dietary manage- 
ment are often similar for the younger 
and older patient. The older patient 
does not do as well as the younger on 
the rigid types of diet control, such as 
the strict ulcer regimen. It would seem 
that it is harder for the older person to 
conform to the strict dietary discipline 
and still function normally in his en- 
vironment while he is ambulatory. Con- 
cessions are made to the older patient 
with a chronic duodenal ulcer and he 
seems to do just about as well. One usual 
concession consists of a bland six-meal 
program in the early phases of ulcer 
activity. 

There is no compromise with a gastric 


ulcer in the older patient. When the 
stomach is shown to be the location for 
the ulcer, the patient is admitted to the 
hospital, the strict hourly regimen is 
initiated, and the schedule is followed 
through to healing or resection. 

Many older patients have difficulty 
after the repetitious imbibition of whole 
milk or milk and cream. Heartburn, 
nausea, eructation, flatulence, and 
bowel looseness may occur. In the light 
of present opinion regarding the bad 
effects of overnutrition, the additive use 
of whole milk or milk and cream often 
must be modified. For both of these 
reasons, use of a bland diet with 
skimmed milk, or skimmed milk supple- 
mented with skimmed-milk powder, 
seems to be the most judicious choice 
in older ulcer patients requiring a die- 
tary prescription. If the patient is under- 
weight and has no difficulty with the 
digestion and assimilation of whole milk 
and cream, there is no necessity for this 
restriction. 


CONSISTENT, SIGNIFICANT DECREASES in blood oxygen saturation and in 
arterial pCO, in patients with severe pulmonary emphysema can be 
produced by the increased inhalation of cigarette smoke. 





No significant alteration in the arterial exchange of oxygen and 
CO, was noted after the subject smoked two cigarettes, either at rest 
or after one-minute step-up exercises. Treadmill exercise after smoking 
two cigarettes resulted in a decreased oxygen uptake and lowered ven- 
tilation volume, partially accounting for the diminished arterial pO». 
Pulmonary compliance measurements following the smoking of one 
cigarette were consistently and significantly decreased in both normal 
and severely emphysematous patients. In most patients, the elastic 
work of breathing was increased. 

Follow-up studies of lung volume in two patients who had volun- 
tarily stopped smoking for three months and two years, respectively, 
revealed a decrease in residual air and an increased vital capacity 
after the cessation of smoking. Bronchospasm was unchanged. The 
results of the study suggest that persons with severe emphysema would 
benefit by abstaining from smoking. 


H. L. MOTLEY, and w. J. KUZMAN: Cigarette smoke: Its effect on pulmonary function 
measurements. California Med. 88: 211-220, 1958. 
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Hepatitis in the older patient 


WALTER C. ALVAREZ, M.D. 


RDINARILY, one does not think of 
hepatitis as a disease of persons 
over 60 but, as Dr. H. D. Bennett says 
in this number of Geriatrics, it does oc- 
cur. Among 26,000 patients seen in ten 
years in two large veterans’ hospitals, 
serum hepatitis was seen in 1.3 patients 
per 1,000 admissions, and infectious 
hepatitis was seen in 0.8 per thousand. 
Infectious mononucleosis was not seen. 
As everyone knows, some knowledge 
of hepatitis in the aged is necessary be- 
cause, when jaundice appears quietly in 
a man or woman past 60, the big ques- 
tion is: is there a cancer in the head of 
the pancreas, somewhere along the com- 
mon duct, or in the liver? In such a case, 
the person’s main hope of reprieve is 
that it is a stone in the common duct or 
hepatitis that is the cause of the jaundice. 
I'll never forget when, in his sixties, 
one of America’s greatest surgeons de- 
veloped a painless jaundice. For a while, 
he assumed that the cause must be can- 
cer and he prepared for his demise, but 
when the jaundice faded, he knew he 
must have had hepatitis and he had a 
blessed reprieve. 
Today, with our fondness for labora- 
tory tests, many a young physician, when 
faced with a jaundiced old man, imme- 


diately turn to the laboratory with the 
expectation that the experts there will 
make the diagnosis for him. Of course, 
they can give him great help, but many a 
time I have seen a wise old clinician 
make the diagnosis after a glance at the 
patient, asking him a few questions, and 
perhaps palpating his abdomen. The 
man with a cancer may look as if the 
hand of death were on his shoulder; 
often his color is not so much yellow as 
green. In a few weeks, the jaundice has 
become deeper and deeper without any 
let-up, and there may have been a de- 
cided loss in weight. The poor fellow 
may be suffering so terribly from itching 
that he is thinking of suicide. He may 
have a large liver, obviously full of meta- 
static cancer. Sometimes, one can get a 
history suggesting cancer in the cardia, 
stomach, or colon. A marked anemia will 
suggest the presence of a big oozing can- 
cer of either the fundus of the stomach 
or the cecum. 

If the man looks well and is not very 
ill, if his jaundice is not very deep, if 
it tends to clear up in a few days, if it 
comes back again later, and if the man 
once had gallstone colics or had a gall- 
bladder full of stones removed, he prob- 
ably has a stone in his common duct. 
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With such a stone, he may give a history 
of indigestion and ill health and ab- 
dominal discomfort running back for 
months or years. Another man, weeks 
before his jaundice appeared, may have 
had a transfusion or some hypodermic 
injections or a blood count, and hence 
he may have a serum jaundice. 

As Dr. Bennett says, the old man who 
is jaundiced has almost no likelihood of 
having an infectious hepatitis or an in- 
fectious mononucleosis because these are 
diseases of young people which leave an 
immunity. 





Cirrhosis of the liver can be suspected 
when the patient tells of once having had 
severe hepatitis or of having drunk 
heavily for years. The presence of a large 
spleen and a very small liver will be 
suggestive of cirrhosis. I often make sure 
of these changes with a scout x-ray film. 

Today, one has to ask some patients if 
they have been taking Thorazine. In a 
few puzzling cases, an expert can make 
a biopsy of the liver. 

I shall not discuss the laboratory diag- 
nosis of jaundice because Dr. Bennett 
has done that so well. 


California tumor registry 


WALTER C. ALVAREZ, M.D. 


A ARTICLE by Kay Bragg, George Lin- 
den, and Lester Breslow of Berke- 
ley, which appeared in September 1957 
issue of California Medicine, tells of 
the great interest in cancer detection 
which led to the establishment in 1947 
of the Central Tumor Registry in the 
California State Department of Public 
Health. Since the beginning, this registry 
has had the support of the Cancer Com- 
mission of the California Medical Asso- 
ciation, the California Hospital Associa- 
tion, and the California Association of 
Medical Record Librarians. 

The purpose of establishing the regis- 
try was to provide a mass of statistics in 
regard to cancer morbidity in California. 
The information now enables a central 
bureau to study the survival of thousands 
of patients treated for cancer. The fol- 
low-up service is good, but still, after 
five years, 9 per cent of the patients are 
lost from sight. The data already secured 
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show interesting differences in the inci- 
dence of cancer of various kinds in 
charity hospitals and private hospitals. 
Doubtless, the analysis of the reports will 
soon be supplying leads for further re- 
search. Also, information is now being 
obtained in regard to some of the rarest 
forms of cancer. 

It is interesting to learn that patients 
with cancer, diagnosed while it is in the 
localized stages, had a recovery rate of 
58.8 per cent. The five-year survival rate 
for persons with cancer in all stages was 
30.8 per cent. The rate for the group 
found with metastatic cancer when first 
seen was only 7.8 per cent. But it must 
be noted that nearly 8 per cent of people 
with metastatic cancer do not die 
promptly. The existence of this group 
must be known by everyone who tries 
to fight cancer quacks. Much of their 
reputation in business depends on that 
8 per cent. 
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All books intended for review and all correspond- 
ence relating to this department should be sent 
to Book Editor, Geriatrics, 84 South Tenth 
Street, Minneapolis 3, Minnesota. 


Clinical Gastroenterology 


EDDY D. PALMER, M.D., 1957. New York: 
Paul B. Hoeber, Inc. 630 pages. $18.50. 
This book is easy to read for many reasons. 
It is beautifully printed, with well separated 
double columns, and has excellent illustra- 
tions. The author has the ability to use the 
right words to express his meaning and to 
make his sentences short enough. He has a 
delightful sense of humor, as is well illus- 
trated in his the hazards of 

enemas. 

The book is also thought provoking, as 
some of the author’s opinions are quite dif- 
ferent from those of most gastroenterologists. 
This is especially true in his discussion of 
the treatment of duodenal ulcer. Dr. Palmer 
says flatly that “there is no virtue in dietary 
treatment” and that medication is rarely 
needed. He believes that the cure of ulcer 
lies altogether in dealing with the patient’s 
emotional problems through interview ther- 
apy and that an average of ten hours of 
interviewing is needed to cure the ulcer. He 
also considers interview therapy the best 
treatment for the irritable colon and ulcera- 
tive colitis but cautions that in ulcerative 
colitis the physician should use “the gentlest 
type of psychotherapy.” 

The profound influence of the emotions 
upon the digestive tract has been recognized 
for centuries. For example, one of Solomon’s 
proverbs may be cited: “Better is a dinner 
of herbs where love is, than a stalled ox and 
hatred therewith.” It is doubtful, however, 
if many doctors would care to discard the 
time-honored bland diet with intermediate 
feedings or the equally time-honored use of 
antispasmodics and rely altogether upon the 
interview therapy. 

While there has been a wholesome reac- 
tion from the old regimen of milk every 
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hour on the hour, with alkaline powders 
every hour on the half hour, many will con- 
sider Dr. Palmer’s iconoclastic views as bor- 
dering on therapeutic nihilism and will 
choose a middle-of-the-road policy. 

The first chapter, Comprehensive Gastro- 
enterology, gives excellent advice for inter- 
view therapy. The chapters on the esopha- 
gus, liver, and pancreas are especially good. 
The chapter on the colon has an excellent, 
common sense discussion of sigmoidoscopy, 
which, the author says, “like so many medi- 
cal procedures, suffers and even loses its 
usefulness when it is made into a big pro- 
duction . The patient is best examined 
without preparation of the bowel . . . omis- 
sion (of preparation) makes every patient 
available for sigmoidoscopy at any moment 
that is convenient, besides sparing him some 
discomfort and inconvenience.” 

Even though the reader may not agree 
with all of Dr. Palmer’s views, he will find 
the book helpful in many ways. 

WINGATE M. JOHNSON, M.D. 
Winston-Salem, North Carolina 


Unipolar Lead Electrocardiography 
and Vectorcardiography 

EMANUEL GOLDBERGER, M.D., 1953. Phila- 

delphia: Lea & Febiger. Third edition. Il- 

lustrated. 601 pages. $10.00. 

This volume represents the carefully con- 
densed and revised essence of the course on 
electrocardiography given by the author at 
Montefiore Hospital in New York. It is beau- 
tifully printed on glossy paper and profusely 
illustrated. This has justly become a standard 
reference book in its field. 

The presentation is simple and clear. The 
diagrams are a didaétic delight. The first 
fourth of the text presents the normal range 
of the electrocardiograph. The middle half 
of the book is devoted to the various ab- 
normalities. The last fourth is a section on 
vectorcardiography. The definitions of scalar 
and vectorcardiograms are superb in their 
precise conciseness, and the reader is almost 
led to believe that the mathematical treat- 
ment of the topic is simplicity itself. 

The bibliography is excellent. Appendix I, 
with only four pages of “some electrocardio- 
graphic observations,” has to be read to be 
believed: this reviewer would compare it 
with the aphorisms of Hippocrates in pithi- 
ness of style. 

(Continued on page 68A) 









n- 
or- 


ill 


d 





J ieee 


WHITE Laboratories, Inc. 


td) 
A tablespoonful of Supplifort Elixir 
* two or three times daily, with meals, 





supplies therapeutic levels of eight 


important B vitamins to correct 


e 
dietary inadequacies, stimulate appetite 
d 1( | and promote protein metabolism. In 
addition, the lysine in Supplifort 
® 


Elixir raises the biologic value of low 


quality cereal protein to that of muscle 


to the over-all beneficial effect. Start 


protein. Methionine, calcium, iron, 
and essential trace elements contribute 


Supplifort as early in middle life as 
possible to assure greater health, activity, 


and productivity for the senior years. 


SUPPLIFORT -/ixi, 


Prime protection against dictary defects which multiply 
with advancing years 


first with lysine 





Kenilworth, N. J. 


Ge ens mn nm ee an Sa nS es ces es cess ees ess cs ce ee eee os ee ee ee 4 
Three tablespoonfuls (15 cc. each) of delicious, winelike Supplifort Elixir provides: 
L-Lysine Monohydrochloride....... 790 mg. Calcium (from calcium lactate)...... 75 mg. | 

DUSNICUNONING cc sswav cere esc Canes 50 mg. Iron (from ferrous gluconate)....... 30 mg. 
Thiamine Hydrochloride .......... 10 mg. HOGING. pecic dss cech eee abesseseasens 0.2 mg. l 
RIUONGAWIN <<. Susanne sca a son's 10 mg. Cobalt .......e cece eee ee eee eee eens 0.1 mg. | 
Pyridoxine Hydrochloride.......... 2 mg. PotassiuM ......-eeeeeeeee eee eeeeee 5.0 mg. | 
NIMCINAIMIGE)..% 6306.05 6 Csmanekcaees< 100 mg. WERNER Loc x 5010s vidivic en dis ence ces 6.0 mg. 

BE RMIETION 65.6 o.3.6. 650 0e eee Nes 10 mg. eC NCUIY Ee et PEE 1.0 mg. 
WATAMIN Bins s oo soc ssies 4s eeeoeetale 5 mcg. Molybdenum ......+..+seeeeeeeeees 1.0 mg. | 
REOBITOL .§ 5.0:0's'nis 6.01 4s caves ie en wikia eye 100 mg. MAG, iio ae 60 0 4.416140 ele s'n 80 00s eves 1.5 mg. | 
RONGHRE 6 os.55:sis ces cee ee tennaceees 100 mg. Alcohol 15% | 
“equivalent to 600 mg. L-lysine | 
fmm ee a ese ae eee ee ee Sell aneeeetiiaenetiicmentdlitammned iene tiamatitemenstiemenettienmeetitemed a an 


Dosage: One tablespoonful (15 cc.) two or 
three times daily, with meals. May be taken 
“on-the-rocks.” 

Administration with meals is essential for the 
optimal benefits of specific essential amino acid 
supplementation. 

Supplied: Bottles of one pint and one gallon. 


67A 










Book Reviews 


(Continued from page 66A) 


In many places, the author puts into fine 
print the more advanced treatment of his 
topics. More and clearer separation in this 
manner would aid the reader to determine 
which is more elementary and which is de- 
signed for the advanced expert. Such a divi- 
sion might widen the audience somewhat. 

While on the subject of fine print, it might 
be pertinent to point out that in the section 
on vectorcardiography, Dr. Goldberger pro- 
ceeds on the assumption that the heart can 
be viewed as a single battery or dipole. This 
underlies the mathematical treatment of the 
loops he derives. However, there has been 
much recent work suggesting that the heart 
is really to be viewed as having multiple 
batteries, eccentrically placed. If that is true, 
a single loop cannot possibly represent all 
the vectors. Undoubtedly, Dr. Goldberger 
take 
when he proceeds with the next revision of 


will these studies into consideration 
his work. 

In any event, the graduate student, the 
clinician, and even the expert cardiologist 
will find this an outstanding, practical guide 
to electrocardiography. 

ARNOLD LIEBERMAN, M.D. 


Elmhurst, New York 


Bone and Joint X-Ray Diagnosis 


MAX RITVO, M.D., 1955. Philadelphia: Lea 
& Febiger. Illustrated. 752 pages. $20.00. 
This book is a comprehensive text covering 
the roentgenographic manifestations of ab- 
normalities of bones, joints, and soft tissues, 
together with some discussion of the clinical 
manifestations. It is written by a well-known 
and capable roentgenologist. Although it is 
directed particularly to radiologists, it would 
medical 
specialties, such as orthopedics, pediatrics, 
and geriatrics, and for general practitioners 
who may have occasion to deal with these 

conditions. 
The book is divided into ten chapters. The 
bone diseases discussed in six of these chap- 


be useful as a reference in other 


ters represent groupings based on underlying 
etiology, including hereditary and congenital 
disturbances; traumatic lesions; 
nutritional, and 
changes due to 


infections; 
glandular, metabolic dis- 
turbances; chemical and 
physical agents; and bone tumors. This mate- 
rial covers approximately 525 pages. 


68A 


Diseases of joints and periarticular tissues 
are discussed in a single chapter of approxi- 
mately 100 pages. Most of the text, therefore, 
is concerned with abnormalities of the bones 
rather than with joint diseases. 

The roentgenograms are well reproduced, 
and the legends are very complete. For those 
interested in geriatrics, the book may be 
somewhat lacking in its coverage of disease 
of joints, but it is a good reference because 
of its comprehensive scope. The bibliography 
accompanying many of the chapters serves as 
an excellent guide for more detailed infor- 
mation. 

The text in general is brief, clear-cut, and 
pertinent. 

DANIEL L. FINK, M.D. 
St. Paul, Minnesota 


The Incurable Wound 


BERTON ROUECHE, 1958. Boston: Little, 
Brown & Company. 177 pages. $3.50. 
This is a book the physician will want his 
wife and his patient to read, but he should 
read it first. It consists of six narratives on 
medical subjects written in such a_ fasci- 
nating style that the reader will feel he is 
reading a Sherlock Holmes detective story. 
The subjects covered include amnesia, 
rabies (the incurable wound), carbon tetra- 
chloride poisoning, the remarkable story of 
aspirin, the Poison Control Center of the 
New York City Health Department, and 

cortisone. 
Each it some human 
character who has either been 


narrative carries in 
benefited or 
harmed by the product under consideration. 

Because of the valuable medical informa- 
tion contained as well as the interesting 
story-telling style of the author, I would con- 
sider this a good book for all doctors to read. 
ARNOLD S. ANDERSON, M.D. 

St. Petersburg, Florida 


Trends in Gerontology 


NATHAN W. SHOCK, 1957. Stanford: Stanford 

University Press. Second Edition. 214 

pages. $4.50. 
Developments in gerontology have increased 
at a very rapid pace during the past five 
years. Consequently, Dr. Shock’s book in its 
second edition is completely rewritten and 
is to be looked upon as a new contribution. 
This material has been compiled and cate- 

(Continued on page 71A) 
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gorized in four areas for selectivity in read- 
ing and comprehensiveness of scope: the 
social and economic, the psychologic, the 
physiologic, including disease processes, and 
the biologic. 

As in any compilation of a rapidly ex- 
panding field which involves many profes- 
sions and concerns, completeness is not an 
end in itself. Even so, Dr. Shock has given 
us a fine addition to the gerontologic litera- 
ture. The author’s special interests make the 
chapters on research most comprehensive as 
he discusses the most refined theories to date 
needing substantiation. 

The last chapter is one which conceivably 
belongs in a book on “trends” and is the 
one general area of original thought in this 
fine compilation. I would hesitate, however, 
to put formal approval on the recommenda- 
tion for an Institute of Gerontology, as de- 
fined by the author, as the best solution in 
the immediate future for solving aging prob- 
lems. While the book is primarily intended 
for the interested citizen and the relative 
novice in gerontology, and while it admir- 
ably fulfills that role, this final chapter does 
show evidence that much experience in ger- 
ontology would be necessary to adequately 
analyze and grasp the basics of this newer 
concept, which is not yet an_ established 
trend. 

I should add that this book is not only 
for the nonprofessional or beginner. It is 
also of value for others who have been prac- 
titioners or researchers for some time, since 
it reaffirms the necessity for integration of all 
the disciplines involved in aging programs. 

JEROME KAPLAN 
Minneapolis, Minnesota 


Cortisone Therapy 


J. H. GLYN, M.D., 1957. New York: Philo- 
sophical Library, Inc. 162 pages. $10.00. 
This small volume is concerned with the 
author’s experience with steroid treatment of 
the chronic rheumatic diseases and empha- 
sizes fundamental clinical principles. The 
need for careful selection of cases and the 
practical problems associated with avoiding 
undesirable side effects are thoroughly dis- 
cussed. The author is willing to record his 
opinion on many controversial clinical ques- 

tions. 


There is little material in this volume on 
the newer steroids, and the author’s experi- 
ence, even with prednisone and _predniso- 
lone, is apparently limited. The book is pri- 
marily a clinical volume, and the large body 
of experimental work on the mechanism of 
action of steroids is briefly reviewed. 

Dr. Glyn’s book will be of particular in- 
terest to workers in the field of rheumatic 
diseases and of historical interest to those 
interested in the unfolding of the steroid 
saga. The fundamentally sound practical and 
clinical information presented by Dr. Glyn 
remains of great value to the practitioner 
using steroid treatment. 

EMERY C. MILLER, JR., M.D. 
Winston-Salem, North Carolina 


Textbook of Pathology 
with Clinical Applications 


STANLEY L. ROBBINS, M.D., 1957. Philadel- 

phia. W. B. Saunders Company. 1351 

pages. Illustrated. $18.00. 
This book was written with the view that 
the pathologist is not only interested in the 
recognition of structural alterations but also 
in their significance—that is, the effect of 
these changes on the patient. Because of 
this, the clinician will find that this book 
lends itself to a better understanding of dis- 
ease and therefore leads to a foundation of 
sound clinical medicine. 

The style employed by the author is lucid. 
The illustrations are excellent and well 
chosen. The book should serve well as a 
ready reference. 

ROBERT B. GREENBLATT, M.D. 
Augusta, Georgia 


Biologic Basis of Cancer Management 


FREDDY HOMBURGER, M.D., 1957. New York: 
Paul B. Hoeber, Inc. 354 pages. $10.00. 


This book is an attempt to cover the broad 
field of cancer with a presentation of results 
of fundamental research and experimental 
biology and a discussion of the diagnosis, 
treatment, and prevention of cancer. The 
book is valuable for its success in correlating 
these factors. A considerable section of the 
text is devoted to the etiologic agents in 
cancer of man and animals. The roles of 
environment, heredity, viruses, and hor- 
mones in cancer are discussed. An equally 
large section is devoted to the biologic be- 
(Continued on page 72A) 
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havior of cancer with special emphasis on 
the host and interrelations and the 
characteristics cancer. The 
author demonstrates his own aptitude in as- 
sembling the information in a concise man- 
ner, resulting in easy readability. 

\lthough the book may be interesting to 


tumor 


and course of 


some investigators in the cancer field, it is 
chiefly of value as an introduction to grad- 
uate clinical and investigative work in malig- 
nant disease. Medical students and young 
physicians interested in cancer study will find 
this a means of understanding the interrela- 
tionships of the basic and clinical fields in 
cancer therapy. Clinicians may find the book 
a helpful reference for review of fundamen- 
tal concepts of tumor growth. 
B. J. KENNEDY, M.D. 
Minneapolis, Minnesota 


Atomic Energy in Medicine 
K. E. HALNAN, M.D., 1957. New York: Philo- 


sophical Library, Inc. Illustrated. 157 
pages. $6.00. 


\ll geriatricians will be interested in this 
book which tells much about the modern 
methods of radiation as used all over the 


world and particularly in England. Chapter 
11 is especially interesting because Dr. Hal- 
nan looks ahead and discusses several new 
methods of reinforcing treatment with radia- 
tions. For instance, if the tumor is first treat 
and 


then is exposed to slow neutrons, the result 


ed with a boron-containing chemical 
may be the emission of alpha rays of high 
biologic efficiency. 

\nother method is to use with radiation 
a substance called Synkavit, a chemical which 
sensitizes tissues to radiation. Of course, re- 
find a_ better 


\lso, efforts are being made to 


search is now going on to 
Synkavit. 
combine Synkavit with some substance which 
will cling particularly to cancer tissue. 

In Rochester, New York, researchers are 
trying to develop antibodies against human 
cancer and made to 
carry radioactive isotopes into the cancer. 


tissue, these may be 
Within a few years, the radiologist will have 
at his disposal beams even more powerful 
than those that are used today, and perhaps 
these will be more effective in destroying 
cancer. 


WALTER C, ALVAREZ, M.D. 





Overcome Arthritis 
WILLIAM KITAY, 1957. New York: Prentice- 
Hall, Inc. 256 pages. 

This is a book that every gerontologist will 

want to have because it is such a good sum- 

mary of what is known and not known about 
arthritis. It is the best book we have seen to 
place in the hands of arthritic patients. It 
was written by an able science writer work- 
ing with the Arthritis and Rheumatism 

Foundation, and therefore the material is 

authentic, and there is no buncombe in it. 

As Kitay says, there are no diets and no drugs 

known that will cure arthritis. 

The last chapter, “Where You Can Go For 
Help,” is of great value, for it contains a 
list of all clinics in the United States which 
specialize in the treatment of arthritis. Pa- 
tients will be happy to have the several illus- 
trated chapters showing the many things 
they can do to help themselves. 

WALTER CG. ALVAREZ, M.D. 


Headache Diagnosis and Treatment 
ROBERT E. RYAN, M.D., 1957. St. Louis: C. V. 
Mosby Company. Second edition. 421 
pages. $6.75. 

This is a good book for anyone who wants 

to work into the subject of all kinds of head- 

aches. The author, a well-trained otolaryn- 
gologist, describes every type of headache 

known and pays especial attention to mi- 

graine. ‘There are good bibliographies. 
With so enormous a subject, the author 

has not always been able to express opinions 
based on a personal experience. For instance, 
in the article on trigeminal neuralgia, there 
is a reference on page 230 to the use of 
stilbamidine, but there is nothing to help 
the reader who wants to know whether the 
bad results seen by some neurologists have 
been confirmed. Some men say that nerves 
other fifth can be 
function. Otherwise, the chapter is good in 


than the thrown out of 
that it discusses in detail the operation for 
decompression of the ganglion. It also men- 
tions Jaeger’s method of injecting boiling 
water. 

It is questionable whether one can dis- 
tinguish among such syndromes as migraine 
headaches, tension headaches, psychogenic 
mixed headaches. There is 
a discussion of ophthalmic migraine, which 
I have never seen. I suspect that in the very 
rare cases in which a migrainous person has 
(Continued on page 74A) 
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signs of organic disease in the brain, there 

is a brain tumor, or there has been a little 

stroke on top of the life long migraine. 
WALTER C. ALVAREZ, M.D. 
































Traveler in the Wilderness 
CID RICKETTS SUMNER, 1957. New 
Harper & Brothers. 248 pages. $3.50. 








York: 




















Here is an excellent story of a woman who, 
at the of 64, went on an expedition 
down the tremendous gorges of the Green 
and Colorado rivers. She thought, “Why not 
go? Sixty-four is the right age for adven- 
ture—youth is the time for caution.” 

This is a good book for the elderly who 
need encouragement to do something ad- 
venturous and interesting. Mrs. Sumner has 
written several novels, so she well knows how 
to describe the beautiful scenery and her 
adventures. 
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WALTER C. ALVAREZ, M.D. 

















Determined to Live 
BRIAN HESSION, 1957. New York: Doubleday 
& Company, Inc. 239 pages. $3.50. 
This is a vividly written book by a very un- 
usual British found himself 
with an inoperable carcinoma of the rectum. 
The book will be of great interest to all 
gerontologists who are interested in how a 
man reacts to the discovery that* he has 
cancer. 


minister who 


WALTER CG. ALVAREZ, M.D. 


New Pamphlets Available 


“Grandpa is More Forgetful .. .,” a publica- 
tion of the Indiana State Commission on the 
Aging and Aged, is an excellent and illus- 
trated brochure for distribution by the medi- 
cal profession and social welfare agencies. In 
a succinct manner, it explains the physiologic 
and social changes in some old people and 
suggests plausible answers. 
(Continued on page 77A) 
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tained coronary vasodilatation 
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anxiety, a pleasant tranquilizing, 
fear-lessening effect, and a pulse- 
slowing action, all desirable in 
management of the anginal patient. 
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“For a Good Old Age,” a 16-page booklet 
published by the Welfare Council of Metro- 
politan Chicago, provides a clear and care- 
fully organized report on aging programs 
in Chicago from 1951 to 1956. Its value lies 
in its review of what developments have 
been undertaken, what has not been 
achieved, and what fields are in greatest need 
of development so as to provide better serv- 
ices for older people. This is a follow-up 
of a previous study made in 1951 (Commu- 
nity Services for Old People—The Chicago 
Plan) and discusses quite pointedly what 
the Council has been able to accomplish and 
what has been undertaken by local commu- 
nity agencies. It will be especially useful to 
every community welfare council as well as 
to every agency and institution concerned 
with improving all types of services for older 
people. Copies may be obtained for 50 cents 
by writing to the Council at 123 West Madi- 
son Street, Chicago 2, Illinois. 


“The Whys and Wherefores of Housing for 
the Elderly,” a paper presented by E. Everett 
Ashley, of the Housing and Home Finance 
Agency, at the Second Annual Indiana Con- 
ference on Aging, is now available in book- 
let form. While conditions in Indiana are 
emphasized in this report, it also contains 
pertinent information on the causes of hous- 
ing problems for the elderly in the United 
States, an explanation of the purposes and 
effects of recent Federal housing legislation, 
and a discussion of the role of the local com- 
munity in providing more adequate housing 
for older people. Also included are nine 
tables which provide comprehensive informa- 
tion on population and housing and living 
arrangements. Requests for copies of the 
pamphlet should be sent to the Housing and 
Home Finance Agency, Washington 25, D.C. 


“Suggestions for the Older Worker—How to 
Get and Hold the Right Job” is a practical 
how-to-do-it pamphlet prepared by the Edu- 
cation Subcommittee of the Committee on 
Economic and Employment Problems of the 
Aging of the Maryland State Conference of 
Social Welfare. A limited number of copies 
is available from the Maryland Department 
of Employment Security, Service Division, 6 
North Liberty Street, Baltimore 1, Maryland. 
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Digests 


from Current Literature 


The Problem of Therapeutic Evaluation 
in Rheumatoid Arthritis 


Ss. L. WALLACE and C. RAGAN. Arthritis & 
Rheumatism 1: 20-28, 1958. 


Evaluation of therapeutic agents in rheuma- 
toid arthritis must include a clearcut distinc- 
tion between symptomatic alleviation and 
effects on the course of the disease. Duration 
of beneficial effects and the distinction be- 
tween acute and long-lasting benefits must be 
carefully considered. 

Valuable information may be obtained 
from studies embodying the following prin- 
ciples: (1) prospective rather than retro- 
spective study, (2) careful selection and char- 
acterization of patients to ensure complete 
comparability of therapeutic groups, (3) ran- 
domization of patient assignment to the vari- 
ous therapeutic groups, (4) double or triple 
blind testing to eliminate errors of assess- 
ment, (5) appropriate method of measuring 
response to therapy, and (6) statistical evalu- 
ation of results. 

The variability and chronicity of rheuma- 
toid arthritis and the doubt as to the proper 
end point at which to make measurements, 
often render the results of even well-planned 
studies doubtful. However, it is only by means 
of the controlled trial that any worthwhile 
information in the treatment of rheumatoid 
arthritis will be obtained. 


The Significance of Rectal Bleeding in 
Diverticulosis and Diverticulitis 
of the Colon 


R. A. SCARBOROUGH. Dis. Colon & Rectum 

1: 49-52, 1958. 
Rectal bleeding which could be attributed 
to diverticulosis or diverticulitis of the colon 
ultimately proved to be neoplastic disease 
four out of five times, according to a recent 
study. A malignant or premalignant tumor 
was resected in 89 patients who had been 
(Continued on page 82A) 
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followed for more than a year with a diag- 
nosis of diverticulosis or diverticulitis as the 
accepted cause of the bleeding. No further 
bleeding occurred after resection even though 
the diverticular disease remained. Diverticu- 
litis caused rectal bleeding in another 16 
patients, over half of whom had a vesicocolic 
fistula. The cause of rectal bleeding could 
not be found in 16 cases. Diverticula were 
demonstrated in one-half of these cases. 

The diagnostic steps in rectal bleeding in 
patients with diverticula of the colon in- 
clude a history of the bleeding, anoscopic 
examination, sigmoidoscopy, and roentgen- 
ologic examination of the colon. Radiologic 
studies of the stomach and small bowel are 
indicated if the bleeding suggests a higher 
origin. In diverticulitis with repeated bleed- 
ing surgical resection of the involved seg- 
ment of colon is recommended. Exploratory 
laparotomy and colonoscopy of the entire 
colon for polyps is recommended in diver- 
ticulosis with repeated bleeding. 


A New Anticholinergic Agent in the 
Treatment of Peptic Ulcer 

NICHOLAS C. HIGHTOWER, JR., M.D., and A. 

COMPTON BRODERS, JR., M.D. Texas J. Med. 

54: 83-88, 1958. 

A prolonged-action form of propantheline 
bromide was effective in treatment of un- 
complicated peptic ulcer in a series of 15 
patients. 

The group studied consisted of 9 men and 
6 women, with an average age of 47. Dura- 
tion of symptoms for all 15 patients varied 
from one to seventy-two months, with an 
average of forty-one months. All but 3 of the 
series were hospitalized for seven to four- 
teen days for initial management. All pa- 
tients remained ambulatory. 

Ten patients became asymptomatic within 
twenty-four to seventy-two hours after insti- 
tution of the treatment regimen. ‘Through- 
out the period of observation, all 10 remained 
free of symptoms. One patient remained 
asymptomatic for sixteen weeks. After dis- 
continuance of the medication, postprandial 
distress recurred. The patient became asymp- 
tomatic when the anticholinergic therapy was 
resumed. 

(Continued on page 84A) 
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Results were poor for 3 patients. None, 
however, had a simple, uncomplicated duo- 
denal ulcer. One patient with an associated 
gastric ulcer with a demonstrable crater be- 
came asymptomatic. 
the 


However, no healing of 
observed after six 
weeks. Surgical intervention revealed a ma- 
lignant gastric ulcer. 


gastric lesion was 


A patient with a duodenal ulcer and a 
gastric phytobezoar showed no healing after 
four weeks of treatment. Following surgical 
treatment remained asympto- 
matic only on a strict medical regimen. 


the patient 


A prepyloric ulcer did not respond to two 
weeks of therapy. Adenocarcinoma was re- 
vealed following surgery. 


Differential Approaches to Recent 
“Mood” Therapy in the Aged 


J. O. SMIGEL. Internat. Rec. Med. 171: 
152, 1958. 


146 


In the individualization of patient care lies 
the greatest potential benefit for the geri- 
atrician’s approach. This individualization 
denies such mass therapy madness as_ has 
recently afflicted the public in 
“mood” medicine. 

Most of the ataraxics have real value in 
the anxiety states. In prescribing the drugs, 
environmental, 


respect to 


situational, and _ social-socie- 
tal factors as well as somatic and psychologic 
factors must be taken into account more 
Measures other than the 
use of ataraxics may give more permanent 


and less danger-fraught results. 


than ever before. 


When the powerful factor of hypertension 
is implicated, it may well be necessary to 
allay the condition and only then to pro- 
ceed with the intermediate or long-term care. 
In the latter stage, medications oxygenating 
the cerebral tissue bring quiet and peace to 
the patient without engendering the docile 
and spineless existence some of the ataraxics 
produce. Reserpine is used when hyperten- 
sion is present. 

Chlorpromazine is used when hyperten- 
sion is not the chief complaint. A combina- 
tion of either reserpine or chlorpromazine 
with 


pentylenetetrazol earlier 


change to pentylenetetrazol alone, with con- 


permits an 


comitant lessening of the danger of toxic 
manifestations. Chlorpromazine enhances the 
action of reserpine but combines with penty- 
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lenetetrazol with greater effectiveness and 
greater safety than does reserpine. 

In the hypertensive patient, reserpine is 
of great value in altering anxiety and fear, 
and it is of much value also in the normo- 
tensive patient. However, as time progresses, 
reserpine loses potency in ameliorating the 
symptoms. 

Meprobamate has a marked effect on fear, 
as distinguished from its effect on anxiety. 
The period of maximum benefit from me- 
probamate is short; however, a renewal of 
effectiveness occurs after rest. Meprobamate 
is not indefinitely effective, while pentylene- 
tetrazol usually remains effective once proved 
so for a particular patient. 

\nxiety alone or accompanied by either 
agitation or depression is well controlled by 
pentylenetetrazol. The process may be com- 
paratively slow but is usually effective. Initial 
treatment of anxiety with meprobamate is 
followed by a change to pentylenetetrazol. 


The Effect of Continued Chlorpro- 
mazine Ingestion in the Presence of 
Chlorpromazine Jaundice 

E. M. SCHNEIDER, C. 
DE vorRE. South. M. 


DAUGHTERY, and J. kK. 
J. 51: 287-291, 1958. 
Icterus is thought to occur in approximately 
1 per cent of patients receiving chlorpro- 
mazine. The chemical and histologic pattern 
of this jaundice is that of an intrahepatic 
obstructive lesion. Because of this effect, 
chlorpromazine generally is considered to be 
a potentially hepatotoxic agent. 

In the four mental hospital patients 
studied in this series, typical chlorpromazine 
jaundice followed the administration of this 
drug. The drug was not discontinued, as is 
customary, but was maintained at the same 
dosage level. Liver function tests and liver 
biopsies were performed shortly after the 
onset of icterus and were repeated at in- 
tervals throughout the icteric and posticteric 
stages. 

The results of these tests show that the 
period of jaundice under these circumstances 
is of approximately the same duration as 
that reported in other series. The liver func- 
tion tests return to normal levels during the 
convalescent period. Liver biopsies performed 
during the icteric stage show the typical 


picture of bile canalicular plugging, reduc- 

tion in glycogen, and periportal infiltration. 

Final liver biopsies present a normal histo- 
(Continued on page 88A) 
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Be sure the fluid intake is liberal. 
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not necessarily be water. A glass of 
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at bedtime may induce a better 
night’s sleep. 
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chemical and cytologic picture. One patient 
had only fatty vacuolar changes in all 
biopsies. 

This likelihood 


that chlorpromazine jaundice is caused by 


data casts doubt on the 


hepatotoxicity or hypersensitivity or by sig- 
nificant underlying hepatic disease. This re- 
port is not intended as an endorsement of 
the practice of continuing chlorpromazine in 
the face of jaundice. 


Clinical Evaluation of Chlorothiazide 
(Diuril) as a Diuretic Agent in 
Congestive Heart Failure 
M. C. BECKER, F. SIMON, and A. BERNSTEIN. 
J. Newark Beth Israel Hosp. 9: 58-67, 1958. 
Diuril 
mercurial oral diuretic. Diuresis begins two 


(chlorothiazide) is an effective non- 
hours after taking the dose and lasts six to 
sixteen hours. There is no increase in renal 
blood flow or glomerular filtration. The ac- 
tion is believed to be a direct tubular effect 
blocking reabsorption of sodium and chlo- 
ride. Pharmacologic studies reveal Diuril has 
effect of a 
drug such as Diamox and the chloride-so- 


the carbonic anhydrase inhibito1 
dium excretion effect of the mercurials. Met- 
abolic acidosis is not a common complication 
Diuril. 
tion parallels the sodium excretion. The car- 


of diuresis with The chloride excre- 


bonic anhydrase inhibitor effect is mild, with 
an increase in sodium and potassium excre- 
tion and minimal bicarbonate excretion. 
Fifty patients with a history of congestive 
heart failure for one to ten years were treat- 
ed from four to 
Diuril. 
low salt diet, digitalized, and in classification 
III or IV of the New York Heart Association 
Criteria. had heart dis- 


ease; 21, arteriosclerotic heart disease; 5, hy- 


with 
\ll patients were ambulatory, on a 


twenty-eight weeks 


Eleven rheumatic 


pertensive heart disease; 8, hypertensive- 


arteriosclerotic heart disease; 1, idiopathic 


myocarditis; 1, Paget’s heart disease; and 3, 
arteriosclerotic-pulmonary heart disease. All 
but 4 patients had had other diuretic therapy. 

Twice daily, 0.5 gm. of Diuril was given. 
Forty patients had excellent or good results 
and lost 3 to 8 pounds. No resistance de- 
veloped, and toxic reactions were few. In 3 
patients, transient dizziness, nausea, weak- 
ness, paresthesias, and leg cramps were re- 
ported and obviated by reducing the dose. 
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No electrolyte imbalance or hematologic, 
renal, hepatic, or skin complications were 
noted. 

Diuril is not hypotensive in normotensive 
individuals with heart failure. There appears 
to be an antianginal effect also. 

One 39-year-old woman with heart disease 
had had recurrent pulmonary edema every 
five to ten days while on mercurial diuretics. 
Following the addition of Diuril, there was 
an initial diuresis of 800 cc. in one night, 
and there has been no recurrence of pul- 
monary edema in twenty-eight weeks. 

Diuril is probably the most effective oral 


diuretic available. 


Treatment of Malignant Neoplasms 
with Chemotherapeutic Agents Utilizing 
a Pump-Oxygenator: Technics 

and Early Results 


R. F. RYAN, J. N. WINBLAD, E. T. KREMENTZ, 
and 0. CREECH, JR. Bull. Med. Faculty 
Univ. 133-143, 1958. 


The technic of perfusion of inoperable tumor 


Tulane 17: 


may be successfully applied whenever the 
main supporting vascular bed can be isolated 
for cannulation. The pump circuit, consist- 
ing of a bubble oxygenator and sigmamotor 
pump, is attached to appropriate artery and 
vein cannulas. When perfusion of an ex- 
tremity is underway, a tourniquet is applied 
to the proximal artery. Midgut perfusion is 
accomplished by cannulation of superior 
mesenteric artery and vein, with occlusion of 
blood supply to the second portion of duo- 
denum and midtransverse colon. 

Liver circulation is isolated by inflating a 
Foley catheter bag above the hepatic veins 
and placing a tourniquet on the inferior 
vena cava above the renal veins. When the 
hepatic artery is then occluded and arterial 
inflow is confined to a cannula in the portal 
vein, the venous perfusate can be collected 
through the perforations in the Foley cathe- 
ter lying in the vena cava. 

Perfusion of the isolated extremity, bowel, 
or liver with nitrogen or phenylalanine mus- 
tard should be under safe pressure 
levels, which are monitored to prevent ex- 
cess volume flow and undue pressure in the 
vascular bed. 

Most animals tolerate a chemotherapeutic 
dose equivalent to 16 to 20 mg. per kilogram 
of perfused tissue weight for periods of less 
than forty minutes without the subsequent 

(Continued on page 90A) 


done 




































NO LONGER 
LIVING IN THE PAST 


ty .--BUT LIVING AGAIN! 





or 
he 
ad 
st 
OF 
id 
x- 
od 3 oa 2 : | 
is 
at RES TORATION OF FACULTIES AND BODY TONE 
of ‘ns : . 5 t 
Ihe mutual synergic relationship between mental percep- 
es tions of all kinds and body tone has been demonstrated.2 
. The combined central nervous and peripheral actions t 
as of ANALEPTONE improve both mental faculties and body | 
w tone, These actions commend its use in a wide range of 
* disorders common to aged patients. 
al » CEREBRAL HYPOXIA « CONFUSION 
al » APATHY + ANTISOCIAL BEHAVIOR 
“d - DEPRESSION - LOSS OF MEMORY 
e » INABILITY TO CONCENTRATE 
NOTE: No side effects are observed save for occasional and transient 
| “niacin flush” in sensitive individuals. 
S- 1. Boernstein, W. S.: Tr. New York Acad. Sci. 20:72, 1957. 
re ADDITIONAL REFERENCES: Smigel, J. O.: M. Times 
85:149, 1957; Levy, S.: J.A.M.A. 153:1260, 1953; Thompson, L. J., 
X- $e , REED & CARNRICK and Procter, R. C.: North Carolina M. J. 15:596, 1954; Erwin, | 
1e OAS Jersey City 6, New Jersey H. J.: Missouri Med. 53:1071, 1956. 
‘ ss , | 
ic At EPTONE ELIXIR : ANALEPTONE TABLETS 
(4 cc) contains: Each tablet contains: 
m chp ay EE. Be OE as bd NR MMNVIONCIOUMEOL occ icpury cesses cis 100 mg. 
SS ie ey g Cae tls «ey eae ule ore iaice . 100 mg. ce a RECESS SEIS SI roa 50 mg. 
at } PAE soy Whee ah Geek Ns qs. oe GRRE A eas | 5 mg. ' 


el + Bottles of 8 fi, oz. SUPPLIED: Bottles of 100. 
i One-half toe tempeona of Hr one oo ble, 10 $4 times daily. 












Digests from Current Literature 
(Continued from page 88A) 


development of severe edema and circulatory 
embarrassment. 

The advantages of isolated perfusion in- 
clude the avoidance of bone marrow depres- 
sion, prevention of injury to the reticulo- 
endothelial system, and maintenance of high 
oxygen tension in the perfused area as well 
as the obvious increased efficiency in ac- 
curately concentrating cancerocidal drugs. 

The technic may provide good palliation 
in all regionally confined, but nonresectable, 
tumors. Certain be converted 
into resectable lesions. 


tumors may 

Results in human beings showed that in 
all sarcomas perfused, some degree of tumor 
necrosis had instance was 
the tumor completely destroyed, but effective 
palliation was accomplished in several pa- 


occurred. In no 


tients with surgically and radiologically hope- 
less lesions. 


Diffuse Obstructive Pulmonary 
Emphysema: A Poorly 
Understood Disorder 


R. S. MITCHELL and ©. F. 
Med. 23: 156-163, 1958. 


FILLEY. Postgrad. 


Diffuse obstructive emphysema remains a 
poorly understood disorder, and errors of 
diagnosis are a common occurrence. The 
features of the disease, pathologically and 
clinically, suggest obstruction as the causa- 
tive factor, but the level of the obstruction 
and its nature are not known. 

Patients complain mainly of exertional 
dyspnea. The frequent absence of orthopnea 
differentiates emphysema from cardiac de- 
compensation. Years of chronic cough, fre- 
quent respiratory infections, and asthmatic- 
like dyspnea may precede emphysema. Late 
stages of emphysema are characterized by 
cor pulmonale, cyanosis, clubbed fingers, and 
weight loss. The best physical signs are im- 
paired breath sounds and prolonged expira- 
tion. Lateral chest x-ray films are essential to 
show increased lung volume. Fluoroscopy is 
of major value in demonstrating delayed 
rate of expiration. An electrocardiogram may 
show right axis deviation and a prominent 
P,,. 

Therapy is mainly directed at symptomatic 
relief. Avoidance of smoking and exposure 
to dust and fumes may lessen dyspnea. The 
bronchospasm of obstructive emphysema is 
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relieved by inhalation of Isuprel, Aerolin, 
Vaponephrin, or epinephrine 1:100. Wet- 
ting agents, such as steam or Alevaire, and 
potassium iodide or ammonium chloride ex- 
pectorants are of value in raising thick, 
tenacious sputum. Intermittent positive pres- 
sure breathing, automatic coughing machines, 
or respiratory muscle exercises are aimed at 
increasing respiratory exchange. Pulmonary 
infection is frequently associated with em- 
physema, and prophylactic tetracycline, 250 
mg. twice daily, is used for prolonged pe- 
riods. Digitalis and other cardiac measures 
are used to manage right-sided cardiac de- 
compensation. 

Morphine is a dangerous drug for emphy- 
sematous patients, and oxygen may be simi- 
larly harmful. Diamox, 250 mg. once or twice 
daily, may promote excretion of carbon di- 
oxide. Steroids may give temporary relief of 
bronchospasm, but they are not recommend- 
ed for general use because of complications. 


Coronary Heart Disease. 
I. Hemodynamic Principles and 
Their Therapeutic Applications 
B. L. BROFMAN and C. s. BECK. J. ‘Thoracic 
Surg. 35: 232-254, 1958. 
Increased investigation of the hemodynamic 
principles involved in coronary heart disease 
are revising many old accepted beliefs. Di- 
rect measurement of the coronary circulation 
reveals that heart disease results 
from decreased flow to localized areas rather 
than from a reduction of total coronary flow. 
Coronary flow is not significantly compro- 
mised until the area of the 
lumen is reduced to 10 per cent of normal. 

Compensatory dilatation of arterioles is 
the major factor in increasing blood flow 
and may adequately supply the myocardium, 
despite severely narrowed major coronaries. 
Similarly, nitroglycerine operates at the ar- 
teriolar level with maximal dilatation. The 
major branch determines flow when covro- 
nary stenosis is less than 10 per cent of 
normal, and, despite arteriolar dilatation, 
myocardial ischemia results. Small collateral 
arteries to compromised areas may be the 
difference between a coronary catastrophe 
and a normal heart. 

Most coronary accidents occur at rest and 
may be an expression of the reactivity of 
coronary arteries. Strenuous activity increases 
coronary flow by arteriolar dilatation. Fol- 

(Continued on page 92A) 


coronary 


cross section 











rs TABLET THERAPY 7 mf Q : 
‘ 4 t ‘ . 
i BS + s PEERS Sy : 
t ‘ i * ; \ t x s 
+ \ & + A } ‘ 3 
ry s Ui x i ‘ 
1 ‘, 1 x ' ‘ 
1 a / x ; \ 
’ 
iH MEPROSPAN THERAPY MEPROSPAN THERAPY 
‘ ’ * * ‘ 
‘ ‘ ‘ : 
i ‘ Ps ‘ } x 
; X ‘ t \ 
’ : rs Xs ‘ LY 
: a i ‘ ? ‘ Sa 
1 se ‘\ i . \ SG 
; Ae | Ly ‘ \ . 
t woe Se \ : 
7 4 Nw he ‘ 
: BS TABLET THERAPY 
i \ 
i 8AM. 12 P.M. 4PM. BPM. AMY a ALM, 
f . 
TWO MEPROSPAN CAPSULES IN THE MORNING = TWO MEPROSPAN CAPSULES AT BEDTIME 
& & « F 
- § ; 
ec * 


Meprospa 


MEPROBAMATE IN PROLONGED RELEASE CAPSULES 











Evenly sustain relaxation of mind and muscle ’round the clock 







~ 








= maintains constant level of relaxation 


* 
TRADE -MARK CME-6598-48 


= minimizes the possibility of side effects 
= simplifies patient’s dosage schedule 


Dosage: Two Meprospan capsules q. 12 h. 
Supplied: Bottles of 30 capsules. 

Each capsule contains: 

Meprobamate (Wallace) ....................200 mg. 
2-methyl-2-n-propyl-1,3-propanediol dicarbamate 


Literature and samples on request. 


® 
Wy WALLACE LABORATORIES, New Brunswick, N. J. 







nh 











* 








SIA 








Digests from Current Literature 


(Continued from page 90A) 


lowing exertion, a rebound phenomenon 
causes relative vasoconstriction. The dimin- 
ished flow following the increased flow of 
exertion may explain the tendency of coro- 
nary attacks to occur while the patient is 
resting shortly after strenuous activity. 

The adequacy of collateral circulation 
rather than the extent of major coronary 
occlusion determines the degree of myo- 
cardial damage after a coronary occlusion. 
Patients with marked chronic coronary oc- 
clusion may have no myocardial ischemia, 
which indicates the potential of adequate 
collaterals. ‘The Beck I operation increases 
collateral channels and, in the event of a 
major occlusion, protects the myocardium 
from infarction. Collaterals formed prior to 
coronary occlusion are protective; conversely, 
collaterals occurring in an area of infarction 
and subsequent scar are deleterious and act 
as arteriovenous fistulae. Malignant postin- 
farction collaterals divert critically needed 
blood from ischemic areas and may explain 
sudden death in the presence of seemingly 
adequate collaterals. 


Tuberculin Skin Sensitivity in Old Age 
O. D. BERESFORD. Am. Rev. Tuberc. 77: 323- 
327, 1958. 

\ substantial number of cases of tuberculosis 

occur in old age; conversely, there is a sur- 

prisingly high proportion of negative tuber- 
culin reactors to the intracutaneous test of 

100 toxic units (TU) of old tuberculin in 

the age group over 65. 

Chest roentgenograms of the negative re- 
actors in a conducted study of 1,012 people 
over 65 gave evidence of previous infection 
with tuberculin in 29 per cent of the cases. 
The presence of a calcified tuberculous lesion 
in the chest roentgenogram of aged subjects 
is often most difficult to determine with cer- 
tainty, particularly in the region of the 
hilum. Calcification of the costal cartilages 
and cross section of vessels and bronchi is 
particularly confusing. 

Depot tuberculin gave further evidence of 
previous infection in nonreactors to the 100 
IU. The stimulus is more prolonged with 
the use of depot tuberculin. A reaction oc- 
curred in most of the nonreactors to 100 TU. 

The relationship between skin sensitivity 
and resistance is not, at present, completely 
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understood. The presence of the large num- 
ber of negative reactors suggests a waning 
of resistance in old age. 

The suggestion is made that routine tuber- 
culin testing of the aged should be carried 
out in contact examination, and the advis- 
ability of giving small doses of BCG should 
be borne in mind. 


Roentgenography of Unsuspected 
Carcinoma of the Breast 

J. GERSHON-COHEN and H. INGLEBY. J.A.M.A, 

166: 869-873, 1958. 

The use of roentgenography for investiga- 
tion of breast lesions increases accuracy olf 
diagnosis and detects small, unsuspected car- 
cinomas. X-ray examination of the breast 
is of value in evaluating adenosis, since it 
will reveal whether an unsuspected carcino- 
ma is concealed by multiple adenomas. Simi- 
larly, cases of nonpalpable tiny malignancies 
are found by x-ray films when suspicion is 
raised by the patient’s complaints. 

Occasional cancers resemble cysts or 
smooth benign tumors. X-ray films demon- 
strate a tentacled or spiculated margin, pa- 
thognomonic of malignancy. Ductal carci- 
nomas frequently show clusters of minute 
calcified particles in the tumor. In differ- 
entiating carcinoma from multiple adeno- 
mas, the radiologist looks for increased den- 
sity or irregular outlines. 

Of 1,500 women with breast lesions, 197 
were found to have carcinoma, 38 being 
unsuspected and brought to surgery on the 
basis of x-ray examination alone. Four breast 
cancers were found among 1,100 asympto- 
matic women in one year as part of a pe- 
riodic x-ray survey of the breast. ‘The pos- 
sibility is real that cure rates of breast 
cancer will increase when unsuspected asymp- 
tomatic malignancies are discovered by pe- 
riodic roentgenography. 


Psychogenic Vertigo 
B. E. MOORE and M. ATKINSON. Arch. Oto- 
laryng. 67: 347-353, 1958. 
Vertigo may result from neurotic conflicts 
unrecognized by the patient. Severe vertigo 
is a distressing symptom and may give rise 
to acute anxiety, but, in the neurotic indi- 
vidual, anxiety may cause vertigo. It is or- 
dinarily not difficult to distinguish the psy- 
chogenic from the organic basis of vertigo. 
(Continued on page 96A) 














Oo 


ee oe) Lee 


poses 





























In urinary-tract infections 





TISSUE LEVELS | 


HIGH 


HIGH BLOOD LEVELS. 





LOW TOXICITY | 














eee e@ 










































* © e ° 
* e ° 
i} 
SUSPENSION -TABLETS 
Triple Sulfonamides, Wyeth 
(Trisulfapyrimidines: Sulfadiazine, 
Sulfamerazine, Sulfamethazine) 
° 
onan So, ° 
> ' to Wyeth Oo 
a c 
: . R e 
° A Philadelphia 1, Pa. o 





?, 
‘On On cow’ 
This advertisement con- 
forms to the Code for 
Advertising of the Physi- 
cians’ Council for Intor- 
mation on Child Health, 























rheumatoid 





















Gastric distress accompanying “‘predni-steroid” 
therapy is a definite clinical problem — well 
documented in a growing body of literature. 


*“In view of the beneficial re- 
sponses Observed when antacids 
and bland diets were used concom- 
iantly with prednisone and predni- 
solone, we feel that these measures 
should be employed prophylacti- 


*“‘It is our growing convic- 
tion that all patients receiving 
oral steroids should take each 
dose after feod or with ade- 
quate buffering with aluminum 
or magnesium hydroxide prep- 


*“The apparent high inci- 
dence of this serious [gastric] 
side effect in patients receiving 
prednisone or prednisolone 


suggests the advisability of 


routine co-administration of an 








cally to offset any gastrointestinal arations.”—Sigler, J. W. and aluminum hydroxide gel.” — 
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15) 1957. 1955. 
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In the absence of physical signs and in the 
presence of psychogenic material, psycho- 
genic vertigo is suspected. The diagnosis is 
supported by obtaining a thorough history, 
including a description of the type of vertigo. 
External rotary vertigo, experienced as the 
environment spinning, is more often asso- 
ciated with organic vertigo. Internal rotary 
vertigo, experienced as the patient spinning, 
is more often found in the psychogenic form. 

In the absence of physical findings in the 
four systems mainly responsible for vertigo 
—vestibulocochlear, cardiovascular, 
and hematologic—emotional disturbances are 


nervous, 


sought. The patient’s description of his at- 
tack of dizziness and his detailed history 
often reveal the emotional basis for his 
symptoms. The hysterical symptom of vertigo 
may appear as a solution to failure to face 
conflict. The symptom of vertigo is a sym- 
bolic representation of emotional balance, 
the mental converted to a 
physical feeling. Not all neurotics have clear- 
ly definable 
character 


and concept is 


symptoms. They suffer from 
neuroses and go through life as 
antagonistic, domineering persons who com- 
pulsively repeat their mistakes and who tend 
to make a career of suffering. 

Most of these patients will remains in the 
care of the referring physician. The role of 
the physician is that of an interested listener; 
he need have no fears about his psycho- 
therapy, provided he does not attempt in- 
terpretation. If allowed to talk to such an 
interested listener, patients achieve a fair 
degree of insight. 


General Principles of Fracture 
Management in the Aged 
FE. M. 
346, 


BICK. Surge., Gynec. & Obst. 


1958. 


106: 343- 
The simplest procedures compatible with 
functional recovery adequate for his physical 
abilities will serve the aged patient best. 

metallic fixation or 
or articular rehabil- 
itaton may be utterly futile in an elderly 
person. The physical activity of such a pa- 


Excessive external o1 
undue zeal in muscular 


tient has been progressively restrained for 
some years before the fracture occurred. 
Aging bone will not withstand the internal 
pressures of screws, plates, or nails as readily 
as more viable bone. Forcible manipulation 
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may destroy fracture surfaces to a degree 
more deforming than would occur if a less 
perfect, though adequate, reduction were 
accepted. Manipulation or surgery is best 
performed after the patient has recovered 
from the shock of trauma. 

A good rule in postfracture rehabilitation 
of the aged is to encourage daily increased 
purposeful activity in place of any formal 
exercises now so fashionable in the younger 
adults. 

To prevent easy postfracture strain of in- 
elastic ligaments, capsules, and fascial planes, 
the urge for rapid and early mobilization 
should be tempered. Often, enthusiastic at- 
tempts at exercise or self-stretching, especial- 
ly of the common fractures at or near the 
joints, result in a- pain spasm sequence. Re- 
tardation of mobility follows. 

\ttempts to accelerate the recovery of rea- 
sonable mobility in shoulder fractures by 
insisting on active exercise are apt to retard 
motion and cause unnecessary persistence of 
pain. Daily practice in attempting the ordi- 
nary activities of the arm will probably be 
more successful. 

Fractures of the vertebrae are most bene- 
ficially dealt with by advising graded daily 
walks. the muscles of 
the trunk are apt to stir up new aches. 

Recently healed fractures of the hip joint 
are covered by the rule, “Don’t throw away 
the cane.” 


Exercises directed to 


\lthough a clinically apparent sense of 
well-being is enjoyed by some patients dur- 
ing the period of hormone therapy, no spe- 
cific effect on the rate or quality of bone 
repair is apparent. 


A Practical Mood Stimulant 


M. E. LANDMAN, R. PREISIG, and M. PERLMAN. 

J. M. Soc. New Jersey 55: 55-58, 1958. 
A significant number of patients, especially 
elderly individuals, suffer from depression, 
ranging from the mildest loss of alertness to 
full-scale depressive psychosis. The treatment 
of patients with functional depression has so 
far been unsatisfactory because of the few 
effective drugs available. The amphetamine 
group of drugs, which has enjoyed the great- 
est popularity, possesses undesirable side ef- 
fects consisting of anorexia and sympatho- 
mimetic overaction. 

Methyl]-a-phenyl-2-piperidineacetate hydro- 
chloride (Ritalin) belongs to the group of 
aromatic and heterocyclic compounds of fat: 

(Continued on page 98A) 
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ty acid esters. Animal studies have shown 
that it stimulates the psyche. 

A double blind study on the mental effects 
of Ritalin on 112 patients was undertaken. 
The series consisted of 3 groups with 23 
healthy control individuals, 28 patients with 
mild depressive symptoms secondary to short- 
term organic diseases, and 61 elderly, chroni- 
cally ill patients with symptoms of lethargy, 
fatigue, emotional depression, chronic com- 
plaining, and resistance to rehabilitation. In 
spite of the limitations necessitated by the 
double blind procedure, where dosage can- 
not be individualized, statistically significant 
results were obtained showing that Ritalin 


| offers great help in patients in whom eleva- 


tion of mood is desirable. Side effects of the 
drug were minor and consisted of insomnia, 
restlessness, and slight tremor. 


Modern Concepts in the Management 
of Hepatic Failure 
J. M. RUMBALL. J. Kentucky M. A. 56: 250- 
253, 1958. 
Factors precipitating hepatic failure include 
a worsening of the underlying hepatic disease 
and inadequate nutrition during the imme- 
diate period of hepatic injury and attempted 
repair as well as intercurrent infection. In 
any procedure in which shock is possible, 


| the inadvertent use of narcotics, blood loss, 
| overhydration, high protein diets, and un- 


necessary abdominal paracentesis are other 
factors which may precipitate hepatic coma. 
Treatment of hepatic failure includes 


| withdrawal of all possible precipitating fac- 


tors, eliminating proteins in the diet, and 
the administration of large amounts of glu- 


| cose either orally, by intragastric drip, or 


intravenously, with the addition of paren- 
teral vitamin B complex and potassium (as 
needed). Antibiotics, such as Neomycin or 
Chlortetracycline, cathartics (if gastrointes- 
tinal bleeding has occurred), blood if the 
patient has bled, and oxygen as needed (5 
to 10 per cent CO, plus Oy, if in respiratory 
alkalosis) are prescribed. Electrolyte abnor- 
malities must be corrected and the use of 
narcotics avoided. Glutamic acid, L-Arginine, 
and steroids may occasionally be helpful. 


| Close observation of urinary output, outward 


signs of electrolyte disturbances, and evi- 
dence of congestive heart failure is at all 
times necessary. 
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{ll news and announcements for this department 
should reach the editorial office six weeks before 
publication date. direct all communica- 
tions to News Editor, Geriatrics, 84 South Tenth 
Street, Minneapolis 3, Minnesota. 


Please 


Michigan Conference on Aging 

The eleventh annual conference on aging 
sponsored by Michigan 
Division of Gerontology, the Federal Council 


the University of 


on Aging, and the Inter-University Council 
for Social Gerontology will be held at the 
Michigan Union, Ann Arbor, June 23 
through 25. 

The meeting is based on the theme Social 
Gerontology and Its Applications and it is 
designed to present the new concepts and 
research findings in gerontology with refer- 
ence to both individual and societal aging. 
There will be workshops on applications of 
these findings to the development of services 
for older people and to principles of organ- 
ization at national and state levels. Particu- 
lar focus will be placed on activities in the 
local community. 

For a copy of the program and for pre- 
registration, write Institutes Department, Ex- 
tension Service, University of Michigan, 1610 
Washtenaw, Ann Arbor, Michigan. 


° 


Connecticut Offers Summer 
Institute in Gerontology 


The University of Connecticut will hold a 
Summer Institute in Gerontology from 
August 3 through 29. The institute is de- 


signed to increase the number of university 
faculty trained to teach and carry on research 
in gerontology. Thirty-six faculty fellowships 
for $500 each, plus travel and living expenses, 
have been awarded by the Inter-University 
Council of the Social Geron- 
tology, with headquarters at the University 


Institute for 


of Michigan. Fellows were selected from a 
total of 130 applicants, representing 90 uni- 
versities and colleges. 

The Institute for Social Gerontology was 
established last year through a grant from 
the National Institute of Health of the 
United States Public Health Service, with 16 
universities cooperating in the development 
of the program. These are California, Chi- 
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cago, Connecticut, Cornell, Duke, Florida, 
Illinois, lowa, Michigan, Minnesota, Pennsyl- 
vania State, Purdue, Syracuse, Washington 
(St. Louis) , and Wisconsin. 

Directing and coordinating the program is 
Dr. Wilma Donahue, chairman of the Uni- 
versity of Michigan Division of Gerontology. 
Assisting her is an executive committee of 
8 members, each of whom is a chairman of a 
special subcommittee of the program, and 
an inter-university council made up of a 
representative from each of the sponsoring 
universities. 

a 
American Geriatrics Society 
The American Geriatrics Society will hold 
its annual meeting June 19 and 20 at the 
Mark Hopkins Hotel in San Francisco. Reser- 
vations may be made by writing to Mr. Wal- 
ter G. Swanson, vice-president and general 
manager, San _ Francisco 
Visitors Bureau, 300 Civic 
Francisco. 


and 
Auditorium, San 


Convention 


Gerontological Society To Hold 
November Meeting 

The eleventh annual scientific meeting of 
the Gerontological Society, Inc., will be held 
at the Bellevue Stratford Hotel, Philadel- 
phia, November 6, 7, and 8, 1958. Co-chair- 
men of the program committee are Dr. War- 
ren Andrew, Winston-Salem, and Dr. Joseph 
T. Freeman, Philadelphia. 

\bstracts of papers for the program should 
be submitted to the program committee for 
consideration by July 1, 1958. Abstracts 
should be sent to the subchairmen of the 
section in which the author elects to give 
his paper. 

The subchairmen are: Clinical Medicine— 
Dr. Ewald Busse, Duke University Hospital, 
Durham, North Carolina; Biology—Dr. Mor- 


ris Rockstein, Department of Physiology, 


New York University, 550 First Avenue, New 
York 16; Psychology—Dr. Ethel Shanas, Na- 
tional Opinion Research Center, 5711 South 
Woodlawn Avenue, Chicago; and Sociology 
—Dr. W. M. Beattie, Jr., Department of So- 
ciology, Washington University, St. Louis. 
(Continued on page 102A) 
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Summer Workshops 

The University of Chicago School of Social 
Service Administration has announced a 
workshop July 7 through 18, 1958, on Ad- 
ministration and Organization of Homes for 
the Aged to be lead by Ben L. 
director of the Drexel Home in Chicago. 

The Louisiana State University at Baton 
Rouge, Louisiana, will hold a three-weeks’ 
workshop on Services to Aged Persons and 


Grossman, 


Public Assistance, July 21 through August 8, 
1958. 

© 
Other Meetings of Geriatric Interest 

June 1 to 6—1958—Canadian Conference 
on Social Work, Montreal, Canada. 

June 4 and 5—Second Governor’s Confer- 
ence on Aging, Madison, Wisconsin. 

June 15 to 21—American Physical Therapy 
Association, thirty-fifth annual meeting, 
Olympic Hotel, Seattle. 


September 22 to 26—National Recreation 





Congress, fortieth annual meeting, Atlantic 
City, New Jersey. 

October 12 to 15—National Rehabilitation 
Association, annual conference, George Van- 
derbilt Hotel, Asheville, North Carolina. 

October 19 to 24—American Occupational 
Therapy Association, annual conference, Ho- 
tel New Yorker, New York City. 

October 24 to 26—American Heart Associa- 
tion, annual meeting, San Francisco. 

October 27 to 31—American Public Health 
Association, annua! meeting, St. Louis. 


Physical Medicine and Rehabilitation 
Postgraduate Course 

A six-month course in physical medicine and 
rehabilitation, with particular emphasis on 
the management of severe disability and 
chronic illness, will be offered by Highland 
View Hospital in affiliation with the Western 
Reserve University in Cleveland, Ohio, to 
start July 7. The course is designed for the 
resident or diplomate in an allied speciaity 
and for the physician who plans to teach in 

(Continued on page 104A) 
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Dose: 2 tbs. A.M. and P.M. Take in milk, water, 
or by spoon. Continue for 2 to 3 weeks, when 
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an allied field. Application for admittance 
and fellowships should be addressed to Dr. 
Mieczyslaw Peszczynski, Department of Physi- 
cal Medicine and Rehabilitation, Highland 
View Cuyahoga County Hospital, Harvard 
Road, Cleveland 22. 

* 


Training in Nursing 

Home Administration 

A new training program has been offered by 
the Osawatomie State Hospital, Osawatomie, 
Kansas, to the administrators of nursing 
homes in its region. 

Dr. George Zubowicz, Superintendent of 
the Hospital, has made arrangements for one 
training program each month for six to ten 
owners of nursing homes or members of their 
staff. The participants will live at the hos- 
pital for approximately one week, attending 
lectures, receiving instruction, and actually 
working in the wards with older patients. 

Dr. Kurt Wolff, director of the hospital’s 
geriatric treatment and research unit, will 
serve as director of the workshop for nursing 
home administrators. 


New Homestead Plan for 

{ged Chronically Ill 

New York City’s homestead program for the 
care of the chronically ill and elderly was 
launched with a ceremony at the Goldwater 
Memorial Hospital on Welfare Island on 
March 14. 

The homestead plan is a new approach 
in caring for the chronically ill and elderly, 
with at least minimal recreational and _ re- 
habilitational services added to such medical 
and nursing care as are needed. An impor- 
tant économic factor is that there is better 
than 50 per cent reimbursement through the 
state and federal governments for this in- 
firmary or homestead care, which costs about 
$8.50 per patient day, compared to $25 a day 
in an acute general hospital facility. 

© 


Council for Health Care of Aged 

Four national groups—the American Dental 

Association, the American Hospital Associa- 

tion, the American Medical Association, and 

the American Nursing Home Association— 
(Continued on page 106A) 
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have combined in the establishment of the 
Joint Council To Improve the Health Care 
of the Aged. The Joint Council is made up 
of three representatives of each sponsoring 
organization. 

One of the first projects of the council will 
be to determine exacily what are the health 
problems of the aged. Through joint efforts, 
research will be intensified and projects for 
meeting the problem will be activated as 
rapidly as possible. One objective of the 
long-range program will be to work closely 
with health insurance groups in an effort to 
improve the coverage of the aged and to see 
their insurance dollars go further. 


* 
Urban Living for the Old People 
Detroit architects are planning to convert 


Park Avenue Hotel of 750 
rooms into a home for the aged, to be man- 


the downtown 


aged by the Salvation Army. It has been re- 





named Eventide Residence. This is the sec- 


ond such conversion in Detroit, the other 
being the Detroiter, renamed Carmel Hall, 
and run by the Roman Catholic Church. 
Luther Haven in Detroit is also located near 
the shopping area. 

Installations of this type are a part of a 
nationwide trend in housing for the aging, 
whereby older persons are moving to living 
quarters closer to downtown facilities and 
services. Other examples include the Ambas- 
sador Hotel in Dallas, Texas, now a 126- 
room residential hotel for the aged, only 
eight blocks from the center of town. This 
hotel-home is part of a six-state, 13-hotel 
chain for older persons. 


Russian Journals To Be Translated 

Complete English language editions of twen- 
ty Soviet scientific and technical journals 
will soon be available to readers in this 
country. Further information regarding the 
English translation of these Soviet publica- 
tions in medicine, physics, chemistry, biology, 

(Continued on page 110A) 


cerebral arteriosclerosis, mental confusion, 


forgetfulness and associated symptoms 


alleviated with 


dite 


MENIc combining the analeptic, pentylenetetrazole, with the cerebral vaso- 
dilator, nicotinic acid, is “... safe and simple... practical and inexpensive... 
can be used without hesitation on an ambulatory basis ... especially useful in 
combating symptoms of abnormal behavior...”' sLevy, $.: J.A.M.A., 153:1260-1265, 1953. 


Each scored tablet contains pentylenetetrazole 100 mg. (1% gr.), nicotinic acid 50 mg. 
(% gr.). In bottles of 100 and 500 tablets. Literature and samples available upon request. 
Usual dose: 2 MENIC tablets t.i.d., p.c. 


GERIATRIC PHARMACEUTICAL CORP. / seutenosz, t.1, N.¥. 


Pioneers in Geriatric Research 
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A NEW, CORTICOSTEROID MOLECULE WITH GREATER ANTIALLERGIC, 
ANTIRHEUMATIC AND ANTI-INFLAMMATORY ACTIVITY 


for your patients with 
= BRONCHIAL ASTHMA, ALLERGIC DISORDERS 
= ARTHRITIC DISORDERS = DERMATOSES 


far less gastrointestinal 












Squibb Triamcinolone 


nl 





distress 


safe to use in asthma with 
associated cardiac disease; 
no sodium and water retention 


fe fol-t- ale) am olgelel le -Met-lee)aler-la 
hypertension—low salt diet 
fale) am al-le-t-+-t-1 a4 


no unnatural psychic 


stimulation 


often works when other Initial dosage: 8 to 20 mg. daily. After 2 to 7 days 
glucocorticoids have failed gradually reduce to maintenance levels. 


See package insert for specific dosages and precautions. 
and on a lower daily dosage 1 mg. tablets, bottles of 50 and 500. 
range 4 mg. tablets, bottles of 30 and 100. 


Squibb Quality—the Priceless Ingredient 





“KENACORT® 18 A SQUIBB TRADEMARK 








Capillary and Vascular Integrity 


and the identifiable biologically-active components of citrus 


An abundance of evidence indicates the con- chemicals, toxins, virus, or infection. 
tributing role of certain identified citrus The wide range of application embraces: 


bioflavonoids in the treatment of capillary and inflammatory, cardio-vascular, metabolic and 
vascular impairment resulting from stress infectious diseases and spontaneous abortion. 
conditions. The stress may be imposed by The identified flavonoid chemical entities 
nutritional deficiencies, environment, drugs, under intensive investigation are: 


HESPERIDIN ERIODICTYOL DIOSMIN 
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These are incorporated in the following products manufactured exclusively by Sunkist: 


Hesperidin Complex 
Hesperidin Purified + Sources of Hesperidin 
Hesperidin Methyl Chalcone 


, Ba \ The available source of Eriodictyol and Diosmin, 
Lemon Bioflavonoid Complex < ¢ : ; eee 7 
found in no other citrus fruit. 


Their biological activity has been demonstrated, including: 


Synergism with Ascorbic Acid 

Potentiation of Epinephrine 

Independent Vasoconstrictor Action 

Anti-hyaluronidase Effect 

Protection against (Selye) DOCA-Salt Injury resembling periarteritis 
Effect on Capillary Fragility 


These materials are finding wide use by the medical profession as incorporated in the specialties 
of leading pharmaceutical manufacturers. 


Sunkist Growers 


PRODUCTS DEPARTMENT 


~ “ ~~ 
-i\™~ ~ Mi 7) 
ly y 






PHARMACEUTICAL DIVISION - ONTARIO, CALIFORNIA 





. .. first in research to identify and make available the physiologically-active components of citrus fruits. 
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SR is a cardiac patient. His doctor 
put him on ATARAX because (+4) 
it is an anti-arrhythmic and non- 
hypotensive tranquilizer. 







Other tranquilizers added to PN’s 
g. i. discomfort (he has ulcers). 
But now his doctor has him on 
ATARAX because (+4) it lowers gas- 
tric secretion while it tranquilizes. 
















Asthmatic JL used to have fre- 
quent tantrums followed by acute 
bronchospasm. Her family doctor 
tranquilized her with ATARAX be- 
cause (+) it is safe, even for chil- 
dren. 








Senile anxiety and persecution 
complex dogged Mrs. K. until her 
doctor prescribed ATARAX Syrup. 
(+) It tastes good, and it’s a per- 
fect vehicle for Mrs. K’s tonic. 














Dosage: Children, 1-2 10 mg. tablets or 
1-2 tsp. Syrup t.i.d. Adults, one 25 mg. 
tablet or 1 tbsp. Syrup q.i.d. 

Supplied: 10, 25 and 100 mg. tablets, bottles 
of 100. Syrup, pint bottles. Parenteral Solu- 
tion, 10 cc. multiple-dose vials. 
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gentle motivation | 
to encourage 
normal 
elimination 


Sal Hepatica 


LAXATIVE WITH ANTACID 


speedy, gentle 
relief for 
constipation 
and excess 
acidity [ 








Dependable — Draws water into in- 
testines by osmosis, creating moist 
bulk and gentle pressure to initiate 
proper intestinal response. 


ANOTHER FINE PRODUCT OF BRISTOL-MYERS 
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Activities and Announcements 
(Continued from page 106A) 


electronics, and metallurgy may be obtained 
by writing to the Consultants Bureau, 227 
West 17th Street, New York City 11. 

© 
Medical Care Survey 
The Committee on Geriatrics of the Balti- 
more City Medical Society is studying the 
medical care given to aged patients in pri- 
vate convalescent homés and public institu- 
tions in Baltimore. The Committee has been 
asked to prepare a blueprint of acceptable 
standards of medical care for the aged. Fur- 
ther information about the survey may be 
obtained by writing to Dr. Herman Seidel, 
2404 Eutaw Place, Baltimore 17, Maryland. 

a 
Free University Courses 
According to latest reports, almost a thou- 
sand persons have taken advantage of a 
law passed in Massachusetts in 1956 which 
provides for free enrollment of senior citi- 
zens in University extension and correspond- 
ence courses. John J. Desmond, Jr., State 
Education Commissioner, hopes to enlarge 
the program in the future. 

© 
Medical Facilities Study 
The American Medical Association has ap- 
pointed a special task force to investigate 
the impact of the aged on medical facilities. 
Further information may be obtained by 
writing to Walter Polner, Research Director, 
Task Force on Social Security Hospitaliza- 
tion Benefits, American Medical Association, 
535 North Dearborn Street, Chicago 10, IIli- 
nois. 


° 
Study of Medical Costs 
and Insurance Coverage 


A nationwide survey to be conducted this 
year by the Health Information Foundation 
and the National Opinion Research Center 
of the University of Chicago will bring up 
to date a study of medical costs and volun- 
tary health insurance coverage made in 1953. 
Information pertaining to the position of 
various age groups will be included in the 
report. The earlier report was published in 
1956 as Family Medical Costs and Volun- 
tary Health Insurance: A Nationwide Survey. 

















NOW...A NEW TREATMENT 


CARDILATE’ 


‘Cardilate’ tablets <” © shaped for easy retention 
in the buccal pouch 


“... the degree of increase in exercise tolerance which sublingual ery- 
throl tetranitrate permits, approximates that of nitroglycerin, amyl 
nitrite and octyl nitrite more closely than does any other of the approxi- 
mately 100 preparations tested to date in this laboratory.” 


“Furthermore, the duration of this beneficial action is prolonged suffi- 
ciently to make this method of treatment of practical clinical value.” 


Riseman, J. E. F., Altman, G. E., and Koretsky, S.: 
Nitroglycerin and Other Nitrites in the Treatment of 
Angina Pectoris, Circulation Jan.) 1958. 


*‘Cardilate’ brand Erythrol Tetranitrate SUBLINGUAL TABLETS, 15 mg. scored 


bra BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 








Manufacturers’ Activities 


{ward Winners Named 


99 


\fter considering 62 papers from 22 coun- 
tries, the Ciba Foundation, Summit, New 
Jersey, has announced the names of the 


winners of the 1957 awards for research rele- 
vant to problems of aging. These include 
Hedwig Saxl, Leeds, England, for The Physi- 
the Be- 
tween Elastin and Elastomucase in Relation 


ological Significance of Reaction 
to the Production of Clearing Factor; G. F. 
Wilgram, Toronto, Canada, for An Etiologi- 
cal Concept of Atherosclerosis Based on Ex- 
periments in Rats; R. J. Boucek, 
The Effects of Age, Sex, and 
Race Upon the Chemistry of Biopsy-Connec- 
Vissue; B. ‘T. Donovan, London, Eng- 
J. J. van Werfl Bosch, 


Leiden, Holland, for Mechanisms Concerned 


Miami, 
Florida, for 
tive 
land, and der ten 
in the Regulation of the Onset of Puberty; 
R. F. Hellon, Oxford, England, for The Ef- 
fect of Aging on the Heat Regulatory Mech- 
H. G. Montreal, Canada, 


Influence of on the Production of ‘Thy- 


anisms; Isler, 


Age 


> 






























Each cc contains:—200 1.U. chorionic gonadotropin 
(human), 25 mg. thiamine HCL, 52.5 ppm. L (+) 
glumatic acid, 0.5%, chlorobutonal and 1% procaine 
HCL. Available in 10 & 25 cc multiple dose vials. 


Reg. U.S. Pat Off., Pat. Pend. Copyright 1958 
GLUTESE wics 


Also 


for the female - 
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for 


effective in refractory cases where other therapy fails. 


roid Tumors in the Rat; L. Haranghy, Buda- 
pest, Hungary, for Sclerosis of the Spleen 
in Old 
the Bone Marrow in Regard to Geriatrics; 
and Patricia Lindop, London, England, for 
\ging 


5 5 


\ge and Concomitant Changes of 


Effects of Ionizing Radiations. 


New Scientific Research Project 

Eaton Laboratories, Norwich, New York, re- 
cently established a new science information 
division, which will be a part of the scientific 
department. The new division will collect, 
catalogue, and correlate all published and 
unpublished information on the company’s 
products, especially the nitrofurans, the 
group of antimicrobials developed and pro- 
duced exclusively: by Eaton. Also, in addi- 
tion to translating all pertinent scientific 
literature published throughout the world, 
the division will service Eaton’s research and 
medical departments and physicians. The 
staff editors, translators, 


includes medical 


literature scanners, and medical and research 
librarians. 






GLUKOR intramuscularly twice weekly, and 
maintained once weekly or as little as once 
monthly was elfective in patients* with im- 


potence, male climacteric, senility, depression, 


angina and coronary. 
Giukor, a fortified chorionic gonadotropin, may be 
used regardless of age and/or pathology without side 
effects. GLUKOR has been found to alleviate symptoms* 
FATIGUE, IRRITABILITY, 


of NERVOUSNESS, INSOMNIA, 


Dyspnea, Patpiration, and Lack of ENDURANCE. 


esearch 


upplees 


Pine Station, Albany, New York 


*Personal Communications from 110 
Physicians. 


Literature Available 





















quiets the cough 
and calms the patient... 


Expectorant action 
Antihistaminic action 
Sedative action 

Topical anesthetic action 


PHENERGAN 


EAPEC TORANT 


Promethazine Expectorant, Wyeth : 
With Codeine Plain (without Codeine) Philadelphia 1, Pa 


NOW AVAILABLE... special 
non-narcotic formula with an 
antitussive action equivalent to 
that of codeine without codeine’s 
side-effects 


PHENERGAN EXPECTORANT 
with Dextromethorphan, Wyeth 








HE’S OFF CAFFEIN... 


but he still enjoys his coffee 
as much as ever! 


Hearty ... robust ... full man-sized flavor! That’s 
new Instant Sanka Coffee. No matter how much coffee 
your patients like to drink . . . Instant Sanka can’t 
get on their nerves or keep them awake. All pure 
coffee. 97% caffein-free. 


DIN STANT 


ANKA 
fe Wa wr 


COFFEE 


Lets you SLEEP 





A fine coffee from 
General Fuods 











ie 


fide eit 
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NEW DIGEST 


ON THE THERAPY OF VARICOSE VEINS 






Handy “refresher course”’ for your files. 





Everything you need to know about 
the treatment and prevention of varicose 
veins by compression. Plus a practical 
guide for prescribing elastic stockings. 

Written by a doctor, for doctors. 
Comprehensive, well-illustrated 34 pages 
of valuable reference material. 

Send for your free copy. 












MAIL COUPON FOR YOUR COPY 
















e Baver & Black, Dept. GE-6 D 
$ 309 W. Jackson Blvd., Chicago 6, Ill, j 
e 

e Send me a copy of your new digest on varicose 

> veins and elastic stockings. G 
a 

ngier 

e lame 

; E 
e Address 

: Ss 
: a 

e 


From the leader in elastic stockings 


Bauer « Black 


DIVISION OF THE KENDALL COMPANY 
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Most of your patients spend many 
hours in the sun during the summer 
months — either through choice or 
necessity. To help you help them 
enjoy freedom from  uncomfort- 
able, dangerous sunburning, the 
Texas Pharmacal Company offers 
a selection of sun protective pro- 
ducts for every skin type. 





~ 

A -FIL® 
contains 5% menthyl anthranilate (men- 
thy! orthoaminobenzoate) and 5% tita- 
nium dioxide in a vanishing cream type 
base tinted to blend with the natural 
skin coloring. Hypo-allergenic. To pre- 
vent sunburning and suntanning through 
complete chemical and physical protection 
from the sun. 


a neoAFil SUN PROTECTIVE CREAM f 








cepeececce 





he 


| 


NEO A-FIL® 


contains 3% digalloyl trioleate in a 
non-tinted vanishing cream type base 
which has emollient properties. Hypo- 
allergenic. To prevent sunburning and 
promote suntanning. 


\ A-Fi- 
A-FIL® SUN STICK 


contains 2% % digalloyl trioleate in a 
suitable base. Hypo-allergenic. To prevent 
sunburning of the lips and help prevent 
and relieve chapping. 


| S-6 Tex ( 


eine 


(lercreme 
SAF - TAN® CREAM 


a special ‘‘cosmetic'’ package of Neo 
A-Fil, slightly more perfumed, and par- 
ticularly acceptable to women patients. 


















For detailed information, write... 
TEXAS PHARMACAL COMPANY 
San Antonio, Texas 
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in very special cases 
a very superior brandy... 
specify 
xk * | 
HENNESSY 
COGNAC BRANDY 


. 84 Proof | Schieffelin & Co., New York 





















1 tablet 
all day 


Provides full 24-hour protection for 8 
out of 10 angina patients: In rigorous 
clinical trials! METAMINE SUSTAINED 
improved 80 (78%) of 103 patients 
with angina pectoris, including a group 
refractory to other medication. 


Each METAMINE SUSTAINED tablet 
slowly releases 10 mg. of METAMINE, 
the unique, amino nitrate, to provide 
lasting, 12-hour protection from 
attacks of angina pectoris. 


One tablet q. 12 h. to prevent angina pectoris 


Melita 


all night 






Simplified dosage—just 1 tablet on 
arising, and 1 before the evening meal. 


Greater economy for your patient with 
angina pectoris. 


Supplied: METAMINE SUSTAINED, 10 mg., 
bottles of 50 sustained-release tablets. 
Also available: METAMINE, 2 mg., in 
bottles of 50 and 500, and METAMINE 
(2 mg.) with BUTABARBITAL (14 gr.), 
bottles of 50 tablets. 


1Fuller, H. L. and Kassel, L. E.: Antibiotic Medicine and Clinical Therapy, 3:322, October 1956. 


1 tablet 
all night 





Metamine 


triethanolamine trinitrate biphosphate, LEEMING, 10 mg. 


Sustained 


Shes, Looming G Cenc. 155 £. 44th St., New York 17, N.Y. 






















integral component in therapy of 
chronic bronchitis and emphysema 


ISUPREL 


HYDROCHLORIDE 








Routine Isuprel nebulization decreases 
dyspnea, cough and wheezing by im- 
proving ventilation and drainage. 


ISUPREL 

= dilates constricted bronchi 

# shrinks swollen mucosa 

® facilitates expectoration 

® increases ease of breathing—and 
exercise tolerance 

= improves vital capacity and maximal 
breathing capacity 


ISUPREL MISTOMETER,* 


LABORATORIES 
New York 18, N.Y. 


Isuprel (brand of isoproterenol), trademark reg. U. S. Pat. Off. 
*Mistometer, trademark, Metered Dose Aerosol Dispenser 
**Patient’s instruction sheets available on request 
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EVERY AGING PATIENT 


The combination of declining gonadal function and increased vulnerability 
to malnutrition conspire to accelerate the aging process. You can protect the 
aging patient by prescribing a “Clusivol” Geriatric capsule daily. 


There are four important features of “Clusivol” Geriatric: 


1, Vitamins — 12 important nutritional supplements, notably vitamins A 
and D, the factors of the B complex, and vitamin C. 


. Minerals and trace elements — 10 protective factors to ensure optimal 
blood and bone building. 


3. Amino acids — lysine and methionine, key amino acids usually lacking 
in finicky geriatric diets. 


. Gonadal steroids — estrogen and androgen in small quantities to restore 
the integrity of the body mechanism. 


Supplied: No. 294 — Capsules, bottles of 100 and 1,000. 


® 


potent nutritional elements with steroids 


Ayerst LABORATORIES * NEw York 16, N. Y. © MONTREAL, CANADA 
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